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EXECUTIVE  SUMMARY 

The  health  status  and  life  expectancy  of  the  general  population  of  Massachusetts 
continues  to  improve.  People  of  color,  however,  appear  to  be  disproportionately 
affected  by  adverse  health  conditions.  Black  and  Hispanic  residents  of 
Massachusetts  are  disproportionately  affected  by  illness  and  death  related  to 
chronic  diseases,  cancers,  substance  abuse,  AIDS,  poor  perinatal  outcomes, 
sexually  transmitted  diseases,  and  injuries  in  the  state.  This  report  highlights  some 
of  the  major  indicators  of  health  status  by  racial  and  ethnic  groups  in 
Massachusetts.  It  is  compiled  from  existing  Department  of  Public  Health  data. 
The  report  is  not  intended  to  be  exhaustive  or  comprehensive  but  rather  to 
stimulate  further  discussion  of  needs  and  resources. 

The  data  presented  in  this  report  were  the  most  current  data  available  at  the  time 
that  the  report  was  developed.  Although  some  of  the  statistics  may  be  dated,  the 
magnitude  of  the  racial  and  ethnic  disparities  discussed  in  the  chapters  are  likely  to 
represent  current  health  status  by  race  and  ethnicity.  Bureaus  in  the 
Massachusetts  Department  of  Public  Health,  such  as  Substance  Abuse  Services 
and  Parent,  Child  and  Adolescent  Health,  collect  and  analyze  nformation  on  health 
indicators  to  comply  with  federal  funding  requirements.  Analyses  of  the  data  help 
Massachusetts  allocate  scarce  resources  to  the  most  underserved  populations  and 
to  communities  with  the  greatest  needs.  Major  findings  of  Disparities  in  Health 
Status  Among  Racial  and  Ethnic  Groups  in  Massachusetts  are  discussed  below. 

Substance  Abuse 
Chapter  1 

•  Substance  abuse  affects  all  communities,  ethnic  groups,  and  cultures  in 
Massachusetts.  Alcohol  and  other  drug  abuse,  however,  are  more  prevalent 
in  impoverished  urban  areas  of  the  state.  Substance  abuse  affects  racial 
and  ethnic  groups  differently,  and  black  and  Hispanic  residents  bear  a 
significant  portion  of  the  impact  of  substance  abuse  in  Massachusetts. 

•  The  most  common  causes  of  deaths  related  to  substance  abuse  among 
people  of  color  are  cocaine  poisoning  among  Hispanic  residents,  and 
alcoholic  cirrhosis  among  black  residents. 

•  Black  residents  of  Massachusetts,  especially  males,  have  a  higher  incidence 
of  cancers  of  the  esophagus,  larynx,  pancreas,  and  lungs  than  white 
residents.  The  risk  of  developing  these  cancers  increases  if  a  person  drinks 
or  smokes. 

•  Injection  drug  use  is  a  major  source  of  HIV  infection.  Black  and  Hispanic 
residents  report  a  higher  incidence  of  HIV  infection  and  AIDS  related  to 
injection  drug  use  than  white  residents. 
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•  Black  and  Hispanic  clients  entering  publicly-funded  substance  abuse 
treatment  are  five  times  more  likely  to  seek  treatment  for  cocaine  use  than 
white  clients.  Hispanic  clients  entering  publicly-funded  substance  abuse 
treatment  programs  are  more  likely  to  seek  treatment  for  heroin  and 
injection  drug  use  than  the  other  two  groups. 

•  Because  of  the  absence  of  culturally  and  linguistically  accessible  services  for 
Asians,  the  number  of  Asian  clients  in  publicly-funded  substance  abuse 
programs  is  likely  to  underestimate  the  true  need  for  services  among  this 
population.  Data  from  publicly  funded  substance  abuse  programs,  thus,  do 
not  reliably  describe  substance  use  patterns  among  this  group. 

HIV  Infection  and  AIDS 
Chapter  2 

•  AIDS  affects  all  communities,  ethnic  groups,  and  cultures  in  Massachusetts. 
The  effects  of  AIDS,  however,  are  felt  disproportionately  among  black  and 
Hispanic  residents.  AIDS  affects  each  racial  and  ethnic  group  differently. 

•  Risk  factors  for  HIV  infection  also  differ  by  race  and  ethnicity.  White 
residents  of  Massachusetts  are  more  likely  to  have  acquired  the  HIV 
infection  through  homosexual/bisexual  sex,  while  black  and  Hispanic 
residents  are  more  likely  to  have  become  infected  through  injection  drug 
use. 

•  Perinatal  transmission  of  AIDS  disproportionately  affects  children  of  color  in 
Massachusetts.  The  percentage  of  black  children  infected  with  HIV  is 
almost  twice  as  high  as  that  of  white  children  infected  with  the  virus. 

Sexually  Transmitted  Diseases 
Chapter  3 

•  In  Massachusetts,  the  reported  rates  of  syphilis,  gonorrhea,  and  chlamydia 
are  higher  among  black  residents  than  among  white  residents.  Although 
specific  rates  could  not  be  calculated  for  Hispanic  residents,  a  range  of 
estimated  rates  suggests  that  the  incidence  of  STDs  is  inordinately  high, 
among  Hispanics  as  well. 

•  Infrequent  use  of  condoms  prevails  among  all  racial  and  ethnic  groups, 
particularly  among  Hispanics. 

•  During  1989,  visits  by  black  and  Hispanic  residents  accounted  for  almost 
half  of  the  total  visits  to  STD  clinics  across  the  state. 
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Maternal  and  Infant  Health 
Chapter  4 

•  In  Massachusetts,  the  infant  mortality  rate  for  black  infants  during  1989 
was  2.7  times  that  of  white  infants. 

•  1989  data  show  that  black  mothers  were  nearly  three  times  more  likely  to 
have  low  birthweight  infants  than  white  mothers. 

•  Black,  Hispanic,  and  Asian  pregnant  women  were  less  likely  than  white 
pregnant  women  to  have  private  insurance  for  prenatal  care. 

•  During  1989,  a  smaller  percentage  of  black,  Hispanic,  and  Asian  women 
received  adequate  prenatal  care  as  compared  to  white  pregnant  women. 
Cambodian  pregnant  women  were  the  least  likely  of  all  racial  and  ethnic 
groups  in  Massachusetts  to  receive  adequate  prenatal  care. 

•  Hispfnic  mothers  were  more  likely  to  be  under  20  years  of  age  than  Asian, 
blacl<  or  white  mothers. 


Selected  Chronic  Diseases  (Among  Men  and  Women  Ages  45  and  64) 
Chapter  5 

•  Black  residents  of  Massachusetts,  particularly  black  males,  appear  to  be  at 
greater  risk  of  developing  and  dying  from  chronic  diseases  than  white 
residents. 

•  Health  outcomes  differ  by  race,  ethnicity,  and  gender.  Overall,  however, 
black  males  between  the  ages  of  45  and  64  have  the  highest  rate  of  deaths 
due  to  heart  disease,  cancer  and  stroke. 

•  During  1989,  black  males  between  the  ages  of  45  and  64  had  a  higher 
death  rate  due  to  cancers  of  the  lung,  colo-rectal  system,  pancreas,  and 
esophagus,  than  white  males  of  this  age  group.  Black  females  between  the 
ages  of  45  and  64  had  a  higher  death  rate  due  to  cancers  of  the  breasts, 
colon,  stomach,  and  esophagus  than  white  females. 

•  Risk  factors,  such  as  smoking,  obesity,  high  dietary  fat,  high  blood  pressure, 
and  high  cholesterol  are  all  more  prevalent  among  black  than  among  white 
residents  of  the  state. 
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Intentional  and  Unintentional  Injuries 
Chapter  6 

•  Suicides  are  the  leading  cause  of  intentional  deaths  in  Massachusetts. 
Hispanic  males  have  the  highest  suicide  rate  in  the  state. 

•  Homicides,  the  second  leading  cause  of  deaths  related  to  intentional  injuries, 
account  for  the  largest  disparity  in  death  rates  between  black  and  white 
residents  of  Massachusetts.  Hispanic  and  black  residents  of  the  state  have  a 
homicide  rate  that  ranges  from  6  to  1 1  times  that  of  white  residents. 

•  Unintentional  injuries  are  the  fifth  leading  cause  of  death  in  Massachusetts. 
Motor  vehicle  crashes  and  falls  account  for  68%  of  all  unintentional  injuries 
in  the  state.  The  prevalence  and  type  of  unintentional  injuries  differ  by  race 
and  ethnicity.  White  residents,  however,  have  the  leading  death  rates 
related  to  falls  and  motor  vehicle  injuries. 

•  The  lack  of  information  on  the  external  causes  of  injuries  (E  codes)  on 
hospital  discharge  records  greatly  inhibits  the  development  and  improvement 
of  prevention  strategies  for  high-risk  groups. 

Comparison  with  National  Statistics 

•  This  report  focuses  on  Massachusetts  data  and  is  not  a  comparative  study 
between  state  and  national  health  statistics.  However,  a  rudimentary 
inspection  of  state  and  national  mortality  rates  related  to  heart  disease, 
infant  mortality,  AIDS,  cancers,  homicides,  suicides,  and  motor  vehicle 
accidents  shows  that: 

o  Mortality  rates  among  black  residents,  in  the  United  States  as  well  as  in 
Massachusetts,  exceed  those  of  white  residents.  Disparities  in  death 
rates  range  from  a  homicide  rate  among  black  males  in  Massachusetts 
that  is  14  times  higher  than  that  of  white  males  in  the  state,  as 
compared  to  8  times  higher  nationwide,  to  an  age-adjusted  cancer  death 
rate  among  black  females  in  Massachusetts  that  is  5%  higher  than  that 
of  white  females  in  the  state,  as  compared  to  19%  higher  nationwide. 

o  Overall,  the  magnitude  of  mortality  rates  observed  among  black  residents 
in  Massachusetts  is  similar  to  the  magnitude  of  death  rates  observed  for 
black  residents  nationally. 
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Implications 

•  Comprehensive  information  on  race  and  ethnicity  is  not  currently  collected 
by  health  and  human  service  agencies  in  Massachusetts.  Compilation  of 
detailed  race  and  ancestry  information  will  facilitate  targeting  of  resources  to 
vulnerable  racial  and  ethnic  groups. 

•  The  prevalence  of  risk  factors  and  poor  health  outcomes  among  black 
residents  of  Massachusetts  suggests  that  without  targeted  policies  the  gap 
in  morbidity  and  mortality  rates  between  black  and  white  residents  of  the 
state  will  continue  to  grow. 
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INTRODUCTION 

The  health  status  and  life  expectancy  of  the  general  population  of  Massachusetts 
continues  to  improve.  People  of  color,  however,  appear  to  be  disproportionately 
affected  by  adverse  health  conditions.  Black  and  Hispanic"  residents  of 
Massachusetts  are  disproportionately  affected  by  illness  and  death  related  to 
chronic  diseases,  cancers,  substance  abuse,  AIDS,  poor  perinatal  outcomes, 
sexually  transmitted  diseases,  and  injuries  in  the  state.  Inadequate  race  and 
ancestry  information  has  restricted  analysis  of  variations  in  health  outcomes  by 
race  and  ethnicity.  As  a  result,  health  and  human  service  agencies,  local  and 
federal  governments,  and  communities  lack  critical  information  for  addressing 
these  health  disparities  and  developing  targeted  programs  and  policies. 

The  aims  of  this  report,  Disparities  in  Health  Status  Among  Racial  and  Ethnic 
Groups  in  Massachusetts,  are  to: 

1)  generate  awareness  of  the  major  health  differences  that  exist  between 
people  of  color  and  white  residents  of  Massachusetts, 

2)  highlight  the  importance  of  collecting  and  maintaining  adequate  race  and 
ancestry  information  for  the  formulation  of  policies  and  programs  and, 

3)  encourage  in-depth  data  collection,  research,  debate,  and  action  to  reduce 
the  health  disparities  among  people  of  color. 

The  report  is  not  an  exhaustive  analysis  of  health  indicators,  but  rather  is  indicative 
of  some  of  the  major  health  indicators  by  race  and  ethnicity  that  need  to  be 
monitored  and  addressed.  Six  health  areas  to  be  discussed  in  sequential  chapters 
are: 

I.  Substance  Abuse 

II.  HIV  Infection  and  AIDS 

III.  Sexually  Transmitted  Diseases 

IV.  Maternal  and  Infant  Health 

V.  Selected  Chronic  Diseases 

(Among  Men  and  Women  Ages  45  to  64) 

VI.  Intentional  and  Unintentional  Injuries 

Each  chapter  is  organized  into  six  sections:  health  outcomes,  risk  factors,  service 
utilization,  recommendations  for  future  actions,  Massachusetts  Department  of 
Public  Health  initiatives,  and  resource  list. 


"  A  standard  terminology  for  referring  to  people  of  Latin  American  origin  has  not  been  established.  Terms  such 
as  "Latino"  or  "Latin  American"  have  been  presented  as  suitable  alternatives  to  the  term  Hispanic  (Hayes-Batista 
&  Capa,  1986).  However,  in  this  chapter,  the  term  Hispanic  is  used  because  it  was  the  ethnic  identifier  used  on 
Massachusetts  Department  of  Public  Health  data  collection  forms. 
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DEMOGRAPHIC  PROFILE  OF  MASSA  CHUSETTS 


Population  of 
Massachusetts,  1990 

The  population  of 
Massachusetts  grew  by 
5%  (279,388  residents) 
between  1980  and  1990 
according  to  the  1990 
population  count 
conducted  by  the  U.S. 
Bureau  of  the  Census. 
Massachusetts  now  has  a 
population  of  6,016,425 
residents.1 

White  residents  account 
for  89%  of  the  total 
population  of  the  state. 
Between  1980  and  1990 
the  total  number  of  white  residents  grew  by  0.8%  from  5,362,386  residents  to 
5,405,374.  Black  residents  account  for  4.9%  of  the  total  population.  The  black 
population  grew  by  35.6%  from  221,279  in  1980  to  300,130  in  1990.  Hispanic 
residents  account  for  4.8%  of  the  state  population.  The  Hispanic  population 
doubled  in  the  past  10  years,  a  103.9%  increase.  The  number  of  Hispanic 
residents  grew  from  141,043  in  1980  to  287,549  in  1990.a  The  Asian 
population  accounts  for  2.3%  of  the  total  population.  The  Asian  population  nearly 
tripled  (a  growth  of  189.7%),  from  49,501  in  1980  to  143,392  in  1990. 

Births  in  Massachusetts,  1989 

In  1989,  births  among  white  residents  accounted  for  79.0%  (n  =  72,51  5)  of  all 
births  in  the  state;  births  among  Hispanic  residents  accounted  for  8.5% 
(n  =  7,750);  births  among  black  residents  accounted  for  7.3%  (n  =  6,689);  and 
births  among  Asian  residents  accounted  for  3.6%  (n  =  3, 247). 2 


"  The  mortality  and  morbidity  rates  presented  for  Hispanic  residents  in  this  chapter  are  based  on  a  range  of 
population  estimates.  Estimates  were  used  because  1990  population  data  by  ethnicity  was  not  yet  available  by 
age  and  sex  distribution  from  the  U.S.  Bureau  of  the  Census.  Population  estimates  are  based  on  1980  U.S. 
Census  data  and  1990  U.S.  Census  projections  prepared  by  the  Massachusetts  Institute  for  Social  and  Economic 
Research,  University  of  Massachusetts  (1 981 ),  Amherst,  MA.  The  upper  and  lower  ranges  of  population  estimates 
for  Hispanics  were  obtained  from  personal  communication  with  the  Bureau  of  Health  Statistics,  Research  & 
Evaluation,  Massachusetts  Department  of  Public  Health  (June,  1990).  These  rates  take  into  account  changes  in 
age  structure,  immigration  patterns,  and  fertility  rates  that  have  transpired  since  the  1980  U.S.  Census  count  for 
Hispanics.  The  estimated  ranges  encompass  existing  Bureau  of  the  Census  projections. 
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Deaths  in  Massachusetts,  1989 

Racial  differences  exist  in  death  rates.  Black  Massachusetts  residents,  especially 
black  men,  are  dying  at  a  younger  age  than  white  residents.  The  age-adjusted 
death  rate  for  black  residents  was  652  per  100,000  population  (1,852  deaths). 
The  age-adjusted  death  rate  for  white  residents  was  502  per  100,000  population 
(50,962  deaths).3  Death  rates  for  Asians  and  persons  of  Hispanic  ancestry  are 
not  currently  available,  but  will  become  available  when  Asian  and  Hispanic  Census 
data  by  age  and  sex  are  released. 
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Substance  Abuse 

Chapter  1 


The  abuse  of  alcohol  and  other  drugs  produces  major  de.rimental  health  outcomes. 
In  Massachusetts,  an  estimated  1 1  %  of  all  deaths  are  directly  related  to  substance 
abuse.  Black  and  Hispanic  residents  of  the  state  bear  an  inordinate  number  of 
these  fatalities.  This  chapter  discusses  the  racial  and  ethnic  disparities  within  the 
population  affected  by  substance  abuse. 

Substance  abuse-related  health  outcomes  discussed  in  this  chapter  include  deaths 
by  drug  poisoning  and  cirrhosis,  cancers  of  the  lung,  larynx,  esophagus,  and 
pancreas,  and  HIV  infection  and  AIDS.  These  numbers  may  represent  an 
underestimate  of  the  true  problem  because  of  gaps  in  reporting  and  nonspecific 
race  and  ethnicity  data. 
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HEALTH  OUTCOMES 


Substance  Abuse  Deaths* 

as  a  Proportion  of  Total  Deaths 
Massachusetts:  1989 
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Substance  abuse-related  deaths 

During  1989,  2,009  deaths  were  related  to  the  abuse  of  alcohol  or  other  drugs.1 
The  proportion  of  deaths  related  to  substance  abuse  was  higher  among  Hispanic 
(10%)  and  black  residents  (7%)  than  among  white  residents  (4%).a 

The  deaths  reported  in  this  section  include  conditions  such  as  opiate  and  cocaine 
poisoning,  cirrhosis,  alcohol  dependency,  and  alcohol-related  hepatitis. 


"  Number  of  deaths  with  causes  or  mentioned  conditions  related  to  alcohol  or  drug  use  as  listed  on  the  death 
certificate.  Alcohol  and  drug-related  deaths  were  identified  using  238  substance  use  diagnoses  (ICD-9  codes). 
The  number  of  deaths  reported  here  does  not  include  intentional  injuries,  such  as  suicides  and  homicides,  in  which 
alcohol  use  is  implicated  nearly  half  of  the  time.  Also,  it  does  not  include  unintentional  injuries  such  as  drowning, 
the  third  leading  cause  of  unintentional  deaths  in  the  United  States,  where  alcohol  is  involved  in  69%  of  the  cases. 
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Substance  Abuse-Related  Deaths  by  Condition 
Massachusetts:  1989 
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Substance  abuse-related  deaths  by  condition 

Among  the  deaths  related  to  substance  abuse,  Hispanic  residents  (49%)  and  black 
residents  (49%)  were  more  likely  to  die  from  cocaine  and  opiate-related  causes 
than  white  residents  (13%).  White  residents  had  a  higher  percentage  of  alcohol- 
related  causes  of  deaths  (82%)  than  Hispanic  (67%)  or  black  residents  (75%).a 


"These  conditions  include  opiate,  cocaine  and  alcohol  abuse,  dependence,  and  poisoning.  Opiate-related  deaths 
include  opiate  use  in  combination  with  other  drug  abuse. 
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Substance  abuse-related  illnesses 


Cancer  Incidence 

Massachusetts:  1982-1986 

Age-adjusted  Rate  per  100,000  Population 
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Cancer 

Cancers  of  the  esophagus,  pancreas,  larynx,  and  lung  are  associated  with  tobacco 
use  and  excessive  alcohol  consumption.  The  risk  of  developing  these  diseases 
increases  if  a  person  both  drinks  and  smokes.  The  age-adjusted  incidence  rate  of 
esophageal  cancer  during  1982  through  1986  was  nearly  three  times  as  high 
among  black  residents  (1 1  per  100,000  population  or  94  cases)  than  among  white 
residents  (4  per  100,000  population  or  1,228  cases).  Incidence  rates  could  not  be 
calculated  for  Hispanic  residents  due  to  inaccuracy  of  reporting  or  for  Asian 
residents  because  of  the  small  number  of  cases.  Data  show  17  cases  of 
esophageal  cancer  among  Hispanic  residents  and  less  than  5  cases  among  Asian 
residents.8  Other  cancers,  such  as  cancer  of  the  larynx,  lung,  and  pancreas,  were 
also  higher  among  black  than  among  white  residents. 


"  In  cases  where  the  number  of  deaths  are  less  than  5,  the  exact  number  is  not  reported  to  protect 
confidentiality. 
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Gender  differences  in 
cancer  rates 

An  analysis  of  gender 
differences  shows  that 
black  males  have  the 
highest  risk  for  cancer  of 
the  lung,  esophagus, 
larynx,  and  pancreas.2 


Cancer  Incidence  by  Race  and  Gender 
Massachusetts:  1982-1986 
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IV  Drug  Use-Related  AIDS 

by  Race  and  Ethnicity 
Massachusetts:  1985-1989 
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Adult  AIDS 

Injection  drug 
use  constitutes  a 
major  risk  factor  for  the 
development  of  HIV 
infection  and  AIDS.  Black 
and  Hispanic  residents  are 
more  likely  to  be  infected 
with  HIV  through  injection 
drug  use  or  sexual  contact 
with  an  injection  drug  user 
than  are  white  residents. 
Between  1985  and  1989, 
injection  drug  use 
accounted  for  46%  of  the 
reported  AIDS  cases 
among  Hispanic  residents, 
36%  among  black 
residents,  and  8% 
among  white  residents  of 

Massachusetts.3  Injection  drug  users  represent  the  fastest-growing  group  of  AIDS 
victims  in  the  United  States.  During  1988,  there  were  an  estimated  40,000 
injection  drug  users  in  Massachusetts. 
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HIV  infection  can  be  transmitted  through  sexual  contact.  Among  individuals  who 
do  not  report  homosexual  sex,  sexual  contact  with  an  injection  drug  user  is 
identified  as  the  primary  mode  of  transmission  for  51  %  of  those  individuals 
diagnosed  with  AIDS  and  80%  of  those  who  test  positive  for  HIV  infection. 


Pediatric  AIDS 

by  Race  and  Ethnicity 

Massachusetts:  1990* 
(Ages  15  and  Under) 

Ag»-spsclfic  Rats  par  100,000  Population 


Pediatric  AIDS 

The  major  source  of  HIV 
infection  for  children  is 
perinatal  transmission 
from  an  infected  mother. 
In  81  %  of  the  cases  of 
pediatric  AIDS,  the  mother 
was  contaminated  through 
injection  drug  use  or 
through  sexual  contact 
with  an  injection  drug 
user.4  During  1990,  the 
rate8  of  AIDS  among 
black  children  in 
Massachusetts  (6  per 
100,000)  was  23  times 
that  of  white  children  (less 
than  one  per  100,000 
population).  The  rate  among  Hispanic  children  (1  to  3  per  100,000  population)13 
was  4  to  13  times  that  of  white  children.  Data  show  30  cases  among  black 
children,  18  cases  among  white  children,  15  cases  among  Hispanic  children,  and 
less  than  5  cases  among  Asian  children. 


Aaian  (n<5) 


Black  in- 30)       Hispanic  (n-i5) 

Race/Ethnicity 


White  (n«18) 


•Cumulative  caaea  at  of  7-90.  Ratea 
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a  Age-specific  rate  calculated  for  people  ages  15  and  under  using  1987  projections  from  1980  U.S.  Census 
data. 

b  An  estimated  range  of  rates  is  provided  for  Hispanics  given  that  there  are  no  reliable  statewide  population 
estimates  that  allow  for  the  calculation  of  specific  rates.  The  range  of  rates  was  calculated  by  linear  interpolation 
between  the  1980  U.S.  Census  count  for  Hispanics  in  Massachusetts  and  the  projected  population  ranges  for 
1990.  The  1980  age  and  sex  distribution  for  Hispanics  in  Massachusetts  was  used  to  calculate  the  age  and  sex 
distribution  of  the  upper  and  lower  bound  of  the  projected  ranges  for  each  year.  These  rates  must  be  interpreted 
with  caution  due  to  the  potential  imprecision  of  estimation  procedures. 
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Summary 

•  A  higher  proportion  of  substance  abuse-related  deaths  occurs  among  black 
and  Hispanic  residents  of  Massachusetts  than  among  white  residents. 

•  The  incidence  of  cancers  associated  with  substance  use,  such  as  cancer  of 
the  lung,  esophagus,  larynx  and  pancreas,  are  disproportionately  higher 
among  black  residents  than  among  white  residents. 

•  AIDS  cases  and  HIV  infection  related  to  injection  drug  use  are  more 
prevalent  among  black  and  Hispanic  than  among  white  residents. 

•  The  lack  of  ethnic-specific  data  and/or  the  small  number  of  cases,  inhibit 
the  ability  to  draw  conclusions  about  Asians,  Native  Americans,  and  in 
some  cases  Hispanics. 
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RISK  FACTORS 

Adolescent  use  of,  and  attitudes  toward,  alcohol  and  other  drugs  are  monitored  by 
the  Department  of  Public  Health  as  risk  factors  for  future  drug  and  alcohol  abuse. 
The  Bureau  of  Substance  Abuse  Services  sponsors  a  triennial  cross-sectional  study 
of  randomly  selected  seventh  through  twelfth  graders  across  the  state  to  capture 
changes  in  substance  use  patterns  over  time. 

Information  from  this  study  is  incorporated  into  the  state's  prevention  strategies  to 
reduce  the  risk  factors  associated  with  substance  abuse.  The  following  section 
reports  the  findings  from  the  1987  cross-sectional  study.  It  should  be  kept  in  mind 
that  these  data  are  based  on  self-reports  by  students  still  in  school,  and  that  black 
and  Hispanic  students  have  higher  dropout  rates  than  white  students.  These 
figures  represent  conservative  estimates  of  adolescent  substance  abuse. 

Initiation  of  drug  use 

The  age  at  which  youths 
start  jsing  alcohol  and 
other  drugs,  the  attitudes 
toward  substance  use, 
and  the  patterns  of  drug 
use  differ  by  racial  and 
ethnic  groups. 


Black  students  tried  both 
marijuana  and  other  illicit 
drugs  at  a  younger  age 
than  did  white,  Hispanic 
or  Asian  students.  Asian 
and  Hispanic  students 
were  somewhat  older  at 
the  time  of  first  alcohol 
use  than  were  white  or 
black  students.  Asian  students  first  used  substances  at  a  later  age  than  any  of  the 
other  groups. 


Students'  First  Use  of  Alcohol/Marijuana 

Massachusetts:  1987 
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Attitudes  toward  alcohol  and  drug  use 

Students  were  generally  more  approving  of  alcohol  use  than  of  other  drugs. 
Students  generally  disapproved  of  cocaine  use.  White  students  reported  more 
approving  attitudes  toward  alcohol  and  marijuana  use  than  black,  Hispanic  or  Asian 
students.  More  Asian  students  disapproved  of  substance  use  than  black,  Hispanic, 
and  white  students. 

Alcohol  and 
other  drug  use 

Proportionately  fewer 
Asian,  black,  and  Hispanic 
students  reported  use  of 
alcohol  and  marijuana  than 
did  white  students.  Asian 
students  reported  the 
lowest  use  of  any 
substance,  followed  by 
black  and  then  Hispanic 
students. 


Hispanic  students  were 
most  likely  to  report  using 
cocaine  at  least  once  in 
their  life.  They  were  also 
more  likely  than  white  or 
black  teenagers  to  report  cocaine  use  during  the  year  or  month  before  the  survey. 
This  finding  concurs  with  national  findings.  The  1985  National  Household  Survey 
on  Drug  Abuse5  reported  that  Hispanic  youths  aged  12  to  17  years  were  more 
likely  than  white  or  black  youths  to  have  used  cocaine  at  least  once  in  their  life. 

White  students  were  more  likely  to  smoke  cigarettes  (21  %)  than  Hispanic  (18%), 
black  (15%),  or  Asian  students  (13%).a  However,  more  black  and  Hispanic 
students  tried  cigarettes  at  a  younger  age  than  did  white  students. 

Overall,  these  Massachusetts  findings  are  similar  to  national  findings  that  have 
shown  that  black,  Hispanic,  and  Asian  youth  have  lower  lifetime  substance  use 
and  stronger  disapproving  attitudes  toward  substance  use  than  do  white  youth.6 


Reported  Substance  Use  by  Students 
Massachusetts:  1987 
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■  Because  dropout  rates  for  black  and  Hispanic  students  are  higher  than  those  for  white  students,  data 
describing  smoking  among  black  and  Hispanic  students  may  underestimate  the  prevalence  among  these  groups. 
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Summary 

•  Alcohol  is  the  drug  most  widely  used  by  adolescents. 

•  Black  students  reported  the  earliest  age  at  first  use  of  marijuana 
and  other  illicit  drugs. 

•  Hispanic  students  were  more  likely  to  report  cocaine  use  than  any 
other  group. 

•  White  students  reported  a  higher  approval  of  alcohol  and 
marijuana  use,  and  were  more  likely  to  have  used  these  substances 
than  black,  Hispanic,  and  Asian  students. 
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SERVICE  UTIUZA  TION 

The  Bureau  of  Substance  Abuse  Services  is  committed  to  increasing  access  to 
publicly-funded  substance  abuse  treatment  programs.  In  1989,  there  were  nearly 
100,000  admissions  to  substance  abuse  treatment  programs.  To  promote  access 
to  service  among  people  of  color,  the  Bureau  established  the  Minority  Substance 
Abuse  Task  Force.  The  task  force  examines  needs  related  to  substance  abuse 
treatment  among  communities  of  color,  monitors  utilization  of  services  by  people 
of  color,  and  recommends  procedures  for  maintaining  and  increasing  the  number  of 
people  of  color  admitted  to  substance  abuse  treatment  programs. 

The  task  force  has  focused  its  efforts  on  addressing  needs  among  black  and 
Hispanic  residents  because  these  are  the  largest  and  most  widespread  communities 
of  color  in  Massachusetts.  Regional  efforts,  however,  are  also  aimed  at  other 
culturally  and  linguistically  distinct  ethnic  groups  (e.g.,  Portuguese,  Southeast 
Asians).  The  task  force  has  been  pivotal  in  expanding  access  to  services  not  only 
for  black  and  Hispanic  residents  but  also  for  Southeast  Asians  and  Portuguese 
communities  by  strengthening  cooperation  among  providers  who  serve  these 
communities  in  different  regions  of  the  state. 

Trends  in  substance  abuse 
treatment  service 
utilization 

The  number  of  people  of 
color  served  by  substance 
abuse  programs  has 
increased  over  the  past 
three  years.  In  1 988, 
people  of  color  comprised 
18%  of  the  total  number 
of  clients  served  by 
publicly-funded  substance 
abuse  treatment 
programs.  In  1989,  the 
percentage  of  people  of 
color  served  at  substance 
abuse  treatment  programs 
increased  to  24%. 
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Substance  Abuse  Service  Trends 

Black  and  Hispanic  Clients 
Massachusetts  1988-1990 

Percent  ot  Admissions  to  Substance  Abuse  Treatment 
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Source:  Management  Information  System. 
Division  of  Substance  Abuse  Service! 
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Clients  in  Substance  Abuse  Treatment 
Massachusetts:  July  1988  -  June  1989 

Rate  per  1,000  Population 
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Clients  in  substance  abuse  treatment 

The  admission  rate  of  black  clients  into  publicly-funded  substance  abuse  treatment 
(40  per  1,000  population)  is  nearly  three  times  that  of  white  clients  (14  per  1,000 
population).  The  admission  rate  of  Hispanic  clients  (between  16  and  27  per  1,000 
population)  may  be  as  much  as  twice  that  of  white  clients.  Data  indicate  that 
during  fiscal  year  1989,  white  clients  comprised  78%  of  all  admissions 
(n  =  77,610),  black  clients  comprised  12%  of  admissions  (n  =  12,042),  Hispanic 
clients  accounted  for  6%  of  the  total  number  of  admissions  (n  =  6,108),  and  Asian 
clients  comprised  less  than  one  percent  (n  =  202)  of  all  admissions  to  substance 
abuse  treatment.7 
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Substance  ot  Choice  Among  Clients  in  Treatment 
Massachusetts:  July  1988  -  June  1989 

%  Sabstancs  Was  Mentioned  as  1st  Choice 
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Differences  in  alcohol  abuse  patterns 

Alcohol  abuse  was  the  primary  problem  for  clients  in  substance  abuse  treatment. 
Alcohol  was  mentioned  as  the  substance  of  choice  by  77%  of  white  clients,  71  % 
of  Asian  clients,  43%  of  black  clients,  and  42%  of  Hispanic  clients.  Over  half 
(58%)  the  clients  used  alcohol  in  combination  with  other  drugs. 


Preference  for  other  drugs  of  abuse  differed  by  racial/ethnic  group 

Cocaine  was  more  likely  to  be  mentioned  as  a  substance  of  choice  among  black 
clients  (37%)  than  among  Hispanic  (14%),  white  (8%),  or  Asian  clients  (5%). 
Heroin  was  the  substance  of  choice  for  38%  of  Hispanic  clients,  as  compared  to 
18%  of  Asian  clients,  17%  of  black  clients,  and  9%  of  white  clients. 

A  greater  percentage  of  Hispanic  clients  (30%)  reported  injection  drug  use  in  the 
30  days  prior  to  admission  to  treatment,  in  comparison  to  black  (19%),  white 
(11  %),  or  Asian  clients  (9%). 8 
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Pregnant  women  in 
substance  abuse 
treatment 

Pregnant  women 
constitute  a  client  group 
of  particular  concern  in 
substance  abuse 
treatment.  Of  1  6,455 
women  who  received 
publicly-funded  substance 
abuse  treatment  between 
July,  1990  and  March, 
1991,  approximately  2% 
were  reported  as  pregnant 
(n  =  343).  Pregnant 
women  accounted  for 
4.6%  of  black,  4.5%  of 
Hispanic,  and  1.1%  of 
white  women  in  treatment, 
substance  abuse  treatment 


Pregnant  Women  in  Substance  Abuse  Treatment 
By  Race  and  Ethnicity 
Massachusetts:  July  1990  -  March  1991 


%of  Pregnant  Women  In  Treatment 
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•  %  of  Preg.  Women  within  each  Racial/Ethnic  Group 
Source:  Dlv.  Substance  Abuse  Services 
Msnsgement  Information  System 


There  were  no  reports  of  Asian  pregnant  women  in 
during  this  time  period. 


Summary 

•  Alcohol  is  the  leading  substance  used  by  all  racial  and  ethnic  groups. 
However,  compared  to  white  clients  in  substance  abuse  treatment, 
Hispanic  and  black  clients  are  approximately  two  to  five  times  more  likely 
to  be  treated  for  cocaine  use. 

•  Hispanic  clients  who  seek  or  receive  substance  abuse  treatment  are  more 
likely  to  use  heroin  and  injection  drugs  than  black  or  white  clients. 

•  The  percentage  of  black  and  Hispanic  pregnant  women"  in  publicly  funded 
substance  abuse  treatment  programs  is  higher  than  that  of  white  pregnant 
women  in  treatment. 


*  Percentage  of  pregnant  women  within  each  Racial/Ethnic  group. 


SUBSTANCE  ABUSE  25 


DISCUSSION  AND  RECOMMENDATIONS 

Substance  abuse  appears  to  have  a  disproportionate  impact  among  black  and 
Hispanic  residents  in  Massachusetts.  Disparities  occur  in  health  outcomes,  health 
care  utilization,  and  risk  behaviors.  These  differences  stem  from  a  complex 
interplay  of  social,  economic  and  political  conditions.  To  offset  the  disparities, 
systematic  and  decisive  interventions  from  multiple  institutions  are  required. 
Federal,  state,  and  community  agencies  must  participate. 

Data  collection  and  research 

Black,  Hispanic,  and  Asian  residents  of  Massachusetts  and  growing  ethnic  groups 
of  Portuguese  and  Haitian  residents  are  vulnerable  populations  with  distinct  health 
needs.  The  assessment  of  needs  can  only  be  effective  when  it  is  based  on 
knowledge  of  ethnic  and  cultural  differences.  It  is  therefore  critical  to  collect 
detailed  ancestry  information  to  enable  differentiation  among  diverse  ethnic 
influences. 

Overlooking  ethnic  subgroups  can  lead  to  ill-suited  policies  and  inadequate 
identification  of  needs.  For  example,  despite  the  similarity  among  Hispanics,  cross- 
cultural  comparisons  of  drug  use  reveal  that  Mexican  Americans  and  Puerto  Ricans 
are  more  likely  than  Cuban  Americans  to  have  ever  used  marijuana,  cocaine,  or 
inhalants.9  Similarly,  cultural  differences  exist  among  subgroups  of  Asian 
residents,  e.g.,  Vietnamese,  Cambodian,  Laotian,  Chinese. 

The  Massachusetts  Department  of  Public  Health  recently  developed  and  mandated 
the  implementation  of  standards  for  collecting  information  on  race  and  ancestry. 
New  data  collection  forms  include  questions  on  race  and  ancestry.  More  complete 
information  on  racial  and  ethnic  origin  will  enhance  the  Department's  ability  to 
target  policies  and  programs  to  specific  high  risk  groups. 

In  order  to  improve  data  collection,  it  is  necessary  to  recognize  the  limitations  of 
interview  data.  In  a  client  interview,  it  is  assumed  that  the  service  provider  can 
communicate  with  the  client  and  that  the  client  understands  the  questions  being 
asked.  This  basic  requirement  for  effective  communication  is  not  always  fulfilled. 

Further  research  is  needed  to  assess  the  differential  effect  that  substance  abuse 
has  among  racial  and  ethnic  groups.  This  research  must  strive  to  obtain  data 
within  appropriate  and  culturally  sensitive  frameworks  and  control  for  confounders. 
A  lack  of  cultural  insight  increases  the  probability  of  research  data  lending  itself  to 
harmful  stigmatization. 
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Recommendations 

•  The  implementation  of  the  Department's  standards  for  gathering  race  and 
ancestry  data  should  be  expedited.  The  standard  classifies  18  major 
ethnic  groups  and  five  major  racial  groups  in  Massachusetts  and  complies 
with  Federally  mandated  guidelines. 

•  The  Department  of  Public  Health  and  its  vendors  need  to  maintain  their 
commitments  to  develop  and  hire  bilingual  and  bicultural  staff  and  develop 
culturally  and  linguistically  appropriate  services.  Without  such  services, 
the  need  for  treatment  among  certain  groups  in  many  cases  is  not  well- 
defined. 

•  Forms  and  educational  materials  must  be  made  available  in  languages 
other  than  English. 

•  Health  and  human  services  need  to  continue  the  surveillance  of  drug  and 
alcohol  problems  in  all  cornnunities  and  monitor  their  impact  on  the 
residents. 


Prevention  and  community  involvement 

The  most  effective  prevention  programs  are  those  that  target  as  specifically  as 
possible  the  culture  and  characteristics  of  the  group  at  risk.  Public  health 
promotion  campaigns  could  learn  a  lesson  from  the  successful  targeting  of  alcohol 
and  tobacco  billboards  and  advertisements  at  communities  of  color.  Public  health 
educational  efforts  and  promotions  of  healthy  lifestyles  have  been  least  successful 
in  the  communities  most  in  need  of  the  messages. 

Structural  changes  may  foster  improvements  in  health  outcomes  in  communities  of 
color.  Issues  of  unemployment,  poverty,  disrupted  families,  crime,  safety, 
inadequate  housing,  and  substance  abuse  can  be  most  adequately  addressed  when 
communities  possess  the  resources  to  initiate  strategies  for  the  development  and 
implementation  of  change.  People  need  hope  to  change. 
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Recommendations 

•  Develop  more  effective  techniques  to  market  information  to  people  of 
color  about  their  increased  risks  for  morbidity  and  mortality  from 
substance  abuse  and  the  existence  of  healthier  alternatives. 

•  Encourage  community  ownership  of  drug  and  alcohol  abuse  prevention 
efforts  to  counteract  the  effects  of  concentrated  advertising  by  alcohol 
and  tobacco  companies. 

•  Implement  strong  culturally  and  linguistically  appropriate  alcohol  and  drug 
prevention  curricula  in  the  school  systems  in  every  grade  from 
kindergarten  through  the  twelfth. 

•  Integrate  education  relevant  to  each  ethnic  and  racial  group  at  all  levels  of 
the  community,  such  as  schools,  churches,  social  clubs,  families,  and 
health  centers,  to  help  change  misconceptions  and  risk  behaviors. 

•  Support  and  encourage  locally-based  substance  abuse  prevention  and 
treatment  programs  in  communities  of  color. 

•  Strengthen  advocacy  efforts  among  black  and  Hispanic  organizations  for 
additional  resources  for  locally-based  substance  abuse  prevention  and 
treatment  facilities. 

•  Address  the  interaction  of  substance  abuse  with  the  many  other 
community  conditions  that  contribute  to  the  health  disparities  identified  in 
this  report. 
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SUBSTANCE  ABUSE  SERVICES  RESOURCE  LIST 


The  following  agencies  and  groups  provide  substance  abuse  services  and 
information  to  individuals  and  families  experiencing  problems  with  alcohol  and 
other  drugs.  The  programs  listed  below  are  only  a  sample  of  a  broad  number  of 
programs  that  provide  culturally  sensitive  substance  abuse  treatment. 


National  Resources 


National  Black  Alcoholism  Council 
417  South  Dearborn  St.,  Suite  700 
Chicago,  IL  60605 
312-663-5780 


National  Coalition  of  Hispanic 
Health  and  Human  Services 
1030  15th  St.,  NW  Suite  1053 
Washington,  DC  20005 
202-371-2100 


National  Indian  Board 
on  Alcohol  and  Drug  Abuse 
Building  24,  VA  Hospital 
Sheridan,  WY  82801 
307-672-3484 


Massachusetts  Resources 

Dimock  Community  Health  Ctr 
85  Warren  Street 
Roxbury,  MA  021 1  9 
617-442-6769 

FIRST,  Inc. 

372  Blue  Hill  Avenue 

Dorchester,  MA  02121 

617-445-5230 

Women,  Inc. 

244  Townsend  Street 

Dorchester,  MA  021  21 

617-442-6166 

Peaceful  Movement  Committee 
150  American  Legion  Highway 
Dorchester,  MA  021  24 
617-436-3159 

La  Alianza  Hispana 
409  Dudley  Street 
Roxbury,  MA  021 1  9 
617-427-7175 


Centro  Panamericano 
90  Broadway  Street 
Lawrence,  MA  01841 
508-794-1025 

Concilio  Hispano  De  Cambridge 
1 05  Windsor  Street 
Cambridge,  MA  02139 
617-661-8000 

Gandara  Mental  Health  Center 

I  55  Chestnut  Street 
Springfield,  MA  01 103 
413-736-8328 

Centro  Las  Americas 

I I  Sycamore  Street 
Worcester,  MA  01608 
508-791-5079 

Casa  Esperanza 
291  Eustis  Street,  Box  546 
Roxbury,  MA  021 19 
617-445-741  1 
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Substance  Abuse  Clinic 
Boston  City  Hospital 
818  Harrison  Avenue 
Boston,  MA  021 18 
617-424-4212 


PYCO  (Portuguese  Youth 
Cultural  Organization) 
339  Spring  Street 
Fall  River,  MA  02722 
508-679-0962 


Ethos  I  Substance  Abuse  Services  S.P.A.L 

Northern  Educational  Services  92  Union  Square 

756  State  Street  Somerville,  MA  02143 

Springfield,  MA  01 1 09  61  7-628-6065 
413-737-8523 


Channing  I 
Prospect  House 
1 8  Channing  Street 
Worcester,  MA  01605 
508-755-8088 


Hot] in? 


Alcohol  and  Drug  Referral  Hotline,  1-800-327-5050 
In  Boston  area,  call  617-445-1500 
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HIV  Infection  and  AIDS 

Chapter  2 


Human  immunodeficiency  virus  (HIV)  infection  and  acquired  immunodeficiency 
syndrome  (AIDS)  disproportionately  affect  black  and  Hispanic  populations  of 
Massachusetts  in  comparison  to  white  populations.  As  of  May,  1990  there  were 
approximately  3,098  who  had  been  diagnosed  with  AIDS  in  the  Commonwealth. 
More  than  half  of  these  people  diagnosed  (61  %)  have  died. 8,1  Black  and 
Hispanicb  residents  account  for  an  inordinate  number  of  these  cases. 

The  Massachusetts  Department  of  Public  Health  (MDPH)  AIDS  Surveillance 
Program  monitors  the  incidence  of  AIDS  and  trends  in  AIDS-related  morbidity  and 
mortality  in  the  Commonwealth.  Surveillance  data  are  used  for  targeting  limited 
resources  to  populations  in  greatest  need  of  services  and  prevention  efforts. 

The  following  chapter  discusses  some  of  the  health  outcomes  monitored  by  the 
MDPH,  such  as  AIDS  deaths  and  the  incidence  of  AIDS  and  HIV  infection  among 
people  of  color.  These  numbers  underestimate  the  true  problem  because  of  gaps 
in  reporting  and  nonspecific  race  and  ethnicity  information. 


"  At  the  time  that  this  report  was  finalized,  the  AIDS  Surveillance  Program  of  the  Massachusetts  Department 
of  Public  Health  had  reported  that  the  number  of  people  diagnosed  with  AIDS  in  Massachusetts  had  increased  to 
4,401  (as  of  May,  1991).  Of  the  total  number  of  people  diagnosed  with  AIDS  in  the  state,  61  %  (2,459)  had  died. 

b  The  relative  risk  of  AIDS  for  Hispanics  is  estimated  to  be  up  to  ten  times  higher  in  the  Northeast  than  in  any 
other  part  of  the  country  (Gerardo,  1989). 
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HEALTH  OUTCOMES 


AIDS  Deaths 

by  Race  and  Ethnicity 
Massachusetts:  1982-1990 
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AIDS  deaths 

As  of  May  1,  1990,  a  total  of  1,688  Massachusetts  residents  had  died  from  AIDS. 
Although  the  number  of  deaths  related  to  AIDS  is  highest  among  white  residents 
of  Massachusetts,  the  rate  of  deaths  related  to  AIDS  is  higher  among  black  and 
Hispanic  residents  of  the  state.  Between  1982  and  1990,  the  rate  of  AIDS  deaths 
among  black  residents  (15  per  100,000  population)  was  five  times  greater  than 
that  among  white  residents  (3  per  100,000  population).  The  rate"  of  AIDS  deaths 
among  Hispanic  residents  (6  to  10  per  100,000  population)  was  between  2  and  3 
times  that  of  white  residents.  Data  indicate  that  there  have  been  1,184  AIDS 
deaths  among  white  residents,  350  AIDS  deaths  among  black  residents,  154  AIDS 
deaths  among  Hispanic  residents,  and  fewer  than  five  AIDS  deaths  among  Asian 
residents. 


"  An  estimated  range  of  rates  is  provided  for  Hispanics  because  there  are  no  reliable  statewide  population 
estimates  that  allow  for  the  calculation  of  specific  rates.  The  population  denominator  for  the  range  of  rates  was 
calculated  by  linear  interpolation  between  the  1980  U.S.  Census  count  for  Hispanics  in  Massachusetts  and  the 
projected  population  ranges  for  1  990.  The  1  980  age  and  sex  distribution  for  Hispanics  in  Massachusetts  was  used 
to  calculate  the  age  and  sex  distribution  of  the  upper  and  lower  bound  of  the  projected  ranges  for  each  year. 
These  rates  must  be  interpreted  with  caution  due  to  the  potential  imprecision  of  estimation  procedures. 
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AIDS  cases  by  race/ethnicity  and  gender 

In  Massachusetts,  male  residents  with  reported  AIDS  outnumber  females  residents 
eight  to  one.  Within  gender  groups  there  are  marked  disparities  by  race  and 
ethnicity. 

Males.  As  of  July  1 , 
1990,  the  cumulative 
incidence  rate  of  reported 
AIDS  cases  for  black 
males  ages  15  and  above 
(80  per  100,000 
population)  was 
approximately  six  times 
greater  than  that  of  white 
males  (14  per  100,000 
population).  The  rate  for 
Hispanic  males  (41  to  65 
per  100,000  population) 
was  3  to  5  times  that  of 
white  males.  Data  show 
1,884  cumulative  cases 
among  white  males,  470 
cases  among  black  males, 
and  266  cases  among 
Hispanic  males.  There  were  less  than  5  cases  among  Asian  males. 

Females.  Among  females,  the  racial  and  ethnic  disproportion  is  even  larger.  The 
cumulative  rate  of  AIDS  diagnosed  cases  for  black  females  (20  per  100,000 
population)  was  20  times  greater  than  that  of  white  females  (1  per  100,000 
population).  The  rate  for  Hispanic  females  (7  to  12  per  100,000  population)  was 
between  7  and  12  times  that  for  white  females.  As  of  July  1,  1990,  data  show 
147  cumulative  AIDS  cases  among  black  females,  140  cases  among  white 
females,  and  53  cases  among  Hispanic  females.  There  were  less  than  5  cases 
reported  among  Asian  females. 
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HIV  infection 

Human  immunodeficiency 
virus  is  the  virus  that 
causes  AIDS.  The 
Anonymous  Test  Sites 
(ATS)  serve  self-selected 
clients  who  seek  HIV 
testing  and/or  counseling. 
Among  persons  tested  for 
HIV  infection  at  ATS 
programs,  black  (14%) 
and  Hispanic  (14%) 
residents  were  more  than 
two  times  as  likely  than 
white  residents  (6%)  to 
test  positive.6 

The  disproportionate  rates 
of  HIV  infection  by  race  and  ethnicity  indicate  that  disproportionate  rates  of  AIDS 
cases  by  race  and  ethnicity  are  likely  to  ensue. 

It  is  important  to  note  that  HIV  infection  data  are  limited  and  potentially  biased. 
These  data  are  collected  through  programs  that  serve  self-selected  high  risk 
groups.  The  small  number  of  Asian,  Black,  and  Hispanic  residents  that  seek  HIV 
testing  is  another  limitation  of  the  data.  Population-based  data  on  HIV  infection 
are  not  available. 

Summary 

•  In  Massachusetts,  there  is  a  higher  rate  of  AIDS  deaths  among  black 
residents  than  among  white  residents. 

•  While  AIDS  death  rates  for  Hispanic  and  Asian  residents  cannot  be 
calculated  because  of  the  lack  of  reliable  population  estimates,  data 
suggest  that  there  are  marked  disparities  in  incidence  and  mortality  rates 
of  AIDS  between  white  and  Hispanic  residents. 

•  Black  and  Hispanic  residents  who  were  tested  at  alternative  test  sites  for 
HIV  antibody  had  a  higher  rate  of  positivity  than  white  residents  tested 
at  these  programs. 

•  Limited  access  to  linguistically  appropriate  HIV  testing  services  limit  the 
number  of  Asian  clients  seeking  testing  services. 


HIV  Seropositivity 

Among  Clients  Tested  at  ATS  Sites 
Massachusetts:  1985-1990 


Percent  within  each  Racial/Ethnic  Category 
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RISK  FACTORS 

It  is  critical  to  discern  that  behaviors,  and  not  race  or  ethnicity,  constitute  the  risk 
factors  for  contracting  HIV  infection  and  AIDS.  Some  behaviors,  such  as 
unprotected  sex  and  substance  abuse,  are  risk  factors  for  AIDS  that  are  prevalent 
among  younger  age  groups.  Black  and  Hispanic  residents  may  encounter  a  higher 
prevalence  of  these  risk  factors  partly  because  they  make  up  a  younger  age  group 
than  white  residents. 

The  Department  of  Public  Health  collects  information  on  several  risk  factors  for 
developing  AIDS  prevention  strategies.  Some  of  these  risk  factors  are  discussed 
below. 

Transmission  categories 

The  leading  HIV 
transmission  categories 
are:  1)  homosexual/ 
bisexual  sex, 
2)  injection  drug  use,  3) 
heterosexual  sex  with  an 
infected  partner. 


The  primary  transmission 
mode  of  HIV  infection 
differs  by  race  and 
ethnicity.  Among  white 
HIV-infected 

Massachusetts  residents, 
the  most  common 
transmission  mode  of  HIV 
infection  is 

homosexual/bisexual  sex  (78%).  Injection  drug  use  is  the  most  common 
transmission  mode  among  black  (39%)  and  Hispanic  (31%)  HIV-infected 
residents.2 


Primary  Transmission  Categories 
Among  People  with  AIDS 
By  Race  and  Ethnicity 

Race/Ethnicity 
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Injection  drug  use-related 
AIDS 

Injection  drug  users 
represent  the  fastest- 
growing  group  of  AIDS 
victims  in  the  United 
States.  The  AIDS  virus 
can  be  transmitted  by 
residues  of  contaminated 
blood  in  needles,  syringes, 
or  other  drug 
paraphernalia.  Infection 
can  occur  when  the  drug 
user  shares  or  reuses  a 
contaminated  needle. 
There  were  an  estimated 
40,000  injection  drug 
users  in  Massachusetts  in 
1988. 3 

HIV  infection  can  be  transmitted  through  sexual  contact.  Among  individuals  who 
do  not  report  homosexual  sex,  sexual  contact  with  an  injection  drug  user  is 
identified  as  the  primary  mode  of  transmission  for  51  %  of  those  individuals 
diagnosed  with  AIDS  and  80%  of  those  who  test  positive  for  HIV  infection. 

Use  of  contaminated  drug  paraphernalia 

Among  injection  drug  users,  the  sharing  of  contaminated  needles  constitutes  the 
main  risk  for  HIV  infection.  Statewide  data  examining  risk  behaviors  among 
injection  drug  users  are  not  available.  A  study  conducted  by  the  Worcester  AIDS 
Consortium  (WAC),  however,  offers  an  idea  of  the  racial  and  ethnic  disparities  in 
risk-reducing  behaviors  among  injection  drug  users.  The  WAC  study  interviewed 
1,131  injection  drug  users  entering  drug  treatment  and  423  injection  drug  users 
from  other  sites  in  the  greater  Worcester  area  (a  prison,  two  HIV/Hepatitis  B 
prevention  programs,  and  two  community  health  centers).4 


IV  Drug  Use-Related  AIDS 

by  Race  and  Ethnicity 
Massachusetts:  1985-1989 
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Sharing  of  Non-Bleached  Needles  by  Site 
Worcester,  Massachusetts:  1989 
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Among  injection  drug 
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injection  drug  users.  These  data  do  not  indicate  the  consistency  of  the  use  of 
bleached  needles,  but  instead,  whether  bleached  needles  were  used  during  a 
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Other  Sites 


Injection  drug  use  and 
pediatric  AIDS 

The  major  source  of  HIV 
infection  for  children  (ages 
1  5  and  younger)  is 
perinatal  transmission 
from  an  infected  mother. 
In  81  %  of  pediatric  AIDS 
cases,  the  mother  was 
contaminated  through 
injection  drug  use  or 
through  sexual  contact 
with  an  injection  drug 
user.5  Among 
Massachusetts  children 
reported  with  AIDS, 
47%  are  black,  23%  are 
Hispanic,  and  28%  are 
white. 


Childhood  AIDS 

by  Race  and  Ethnicity 
Massachusetts:  1990 


Source:  AIDS  Surveillance  Program.  MDPH 
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Infrequent  condom  use 

The  use  of  condoms 
reduces  the  risk  of  sexual 
transmission  of  HIV 
infection.  There  are  racial 
and  ethnic  differences  in 
the  reported  frequency  of 
using  condoms.  Among 
clients  who  sought  testing 
for  sexually  transmitted 
diseases  at  STD  sites, 
78%  of  Hispanic  clients, 
54%  of  black  clients,  and 
57%  of  white  clients 
reported  never  using 
condoms. 

The  MDPH  promotes 
educational  and  outreach  efforts  regarding  HIV  counseling  and  testing  and  on  the 
risks  of  not  using  condoms,  failing  to  practice  safe  sex,  needle  sharing,  and  other 
risk  behaviors.  Action  for  Boston  Community  Development  (ABCD)  is  one  example 
of  an  organization  contracted  by  the  MDPH  that  undertakes  such  outreach  and 
educational  endeavors.  This  multi-service  organization  distributes  condoms, 
provides  instructions  on  how  to  use  condoms  and  disseminates  other  prevention 
education  -  in  English  and  Spanish  -  to  human  service  agencies  serving  high  risk 
populations.  The  Department  is  dedicated  to  strengthening  the  capacity  of 
minority  and  community-based  agencies. 

Summary 

•  The  leading  routes  of  AIDS  transmission  differ  by  race  and  ethnicity. 
Black  and  Hispanic  residents  are  more  likely  to  report  injection  drug  use 
as  the  source  of  HIV  infection,  whereas  white  residents  are  more  likely 
to  report  homosexual/bisexual  sex  as  the  source  of  HIV  infection. 

•  Results  from  one  study  conducted  in  central  Massachusetts  showed  that 
Hispanic  and  white  injection  drug  users  are  more  likely  to  borrow 
unbleached  needles  than  black  injection  drug  users. 

•  A  disproportionate  number  of  black  children  are  infected  with  AIDS. 

•  Hispanic  patients  of  sexually  transmitted  disease  clinics  were  less  likely 
to  report  using  condoms  than  black  or  white  patients. 
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SERVICE  UTILIZA  TION 

Hospitalization  of  people 
with  AIDS 

AIDS  is  a  chronic  disease. 
Acute  care,  such  as 
hospital  care,  is  only  one 
type  of  service  in  a 
continuum  of  services  that 
people  with  AIDS  require. 

In  1988,  black  residents 
of  Massachusetts  were 
approximately  six  times 
more  likely  to  be 
hospitalized  with  AIDS 
(208  hospital  discharges 
per  100,000  population) 
than  white  residents  (37 
discharges  per  100,000 
population).  Hispanic  residents  were  2  to  3  times  more  likely  to  be  hospitalized 
(between  58  and  96  discharges  per  100,000  population)  than  white  residents. 
Data  show  994  AIDS  hospitalizations  among  white  residents  and  31 1  among  black 
residents,  92  hospitalizations  among  Hispanic  residents  and  1  hospitalization 
among  Asian  residents. 

The  average  length  of  stay  in  hospitals  for  black  patients  was  17  days  and  14  days 
for  white  patients.  Average  length  of  hospital  stay  was  not  calculated  for  Asian  or 
Hispanic  patients  because  of  the  limited  sizes  of  the  samples. 

The  number  of  hospitalized  AIDS  patients  not  only  indicates  the  prevalence  of 
AIDS,  but  also  the  need  for  long  term  care.  Long  term  care  includes  chronic 
outpatient  and  home  services.  A  disproportionate  number  of  black  and  Hispanic 
residents  are  hospitalized  with  AIDS,  yet  they  appear  to  be  under-represented  in 
chronic  care  facilities.  This  shortage  of  long  term  care  may  be  perpetuated  by  a 
lack  of  minority  providers,  culturally  sensitive  programs,  and  information  on  the 
availability  of  services,  and  by  the  prevalence  of  stigmas  surrounding 
people  with  AIDS. 
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Injection  drug  users  in 
substance  abuse 
treatment 

Injection  drug  users  are  at 
increased  risk  for  HIV 
infection.  The  MDPH's 
Bureau  of  Substance 
Abuse  Services  is 
committed  to  increasing 
services  to  substance 
abusers,  and  particularly 
injection  drug  users. 
Approximately  100,000 
admissions  were  made  to 
publicly-funded  substance 
abuse  treatment  programs 
in  fiscal  year  1  989. 
Among  clients  receiving 
treatment  for  substance  abuse,  Hispanic  clients  (30%)  and  black  clients  (19%) 
were  more  likely  to  seek  treatment  for  injection  drug  use  than  white  (1 1  %)  or 
Asian  clients  (9%). 6 

A  priority  of  the  MDPH's  Bureau  of  Substance  Abuse  Services  is  slowing  the 
spread  of  AIDS  among  injection  drug  users.  However,  all  substance  abusers,  not 
only  injection  drug  users,  are  at  increased  risk  for  HIV  infection.  The  MDPH's 
Bureau  of  Substance  Abuse  Services  requires  that  all  publicly-funded  substance 
abuse  treatment  facilities  develop  and  implement  AIDS  policies,  and  that  every 
client  receive  HIV  risk  assessment,  and  appropriate  education  and  counseling  on 
issues  pertaining  to  HIV. 

Summary 

•  An  inordinate  number  of  black  and  Hispanic  residents  have  been 
hospitalized  with  AIDS  in  comparison  to  white  residents. 

•  Among  clients  in  substance  abuse  treatment,  a  larger  number  of  black 
and  Hispanic  clients  are  receiving  treatment  for  injection  drug  use  than 
white  and  Asian  clients. 


IV  Drug  Users  in  Substance  Abuse  Treatment 
by  Race  and  Ethnicity 
Massachusetts:  1989 
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DISCUSSION  AND  RECOMMENDA  TIONS 

The  data  discussed  in  this  chapter  show  that  AIDS  disproportionately  affects 
people  of  color  in  Massachusetts.  The  cumulative  number  of  AIDS  deaths  and 
incidence  of  AIDS  diagnoses  are  inordinate  among  black  and  Hispanic  residents  of 
the  state.  Implications  for  action  aimed  at  reducing  the  effect  of  AIDS  among 
people  of  color  and  white  communities  alike  have  been  drawn  from  this  chapter 
and  from  current  scientific  literature.  Some  of  these  implications  are  discussed 
below. 

Education 

Culturally  and  linguistically  appropriate  educational  campaigns  should  focus  on 
creating  awareness  of  the  impact  and  risk  of  AIDS  among  communities  of  color. 
These  campaigns  will  be  most  effective  if  their  messages  are  delivered  by  people 
who  are  credible  to  communities  of  color.  Credible  spokespersons  may  include 
community  leaders,  religious  leaders,  physicians,  nurses,  and  other  health  care 
providers.  For  adolescents,  personal  conversations  may  be  necessary  to  stimulate 
behavioral  change.7  Physicians  and  other  health  care  providers  can  be  particularly 
influential  in  promoting  behavioral  change  by  speaking  openly  with  their  patients 
about  the  risks  of  AIDS. 

Using  an  appropriate  channel  for  disseminating  information  about  the  risks  of  AIDS 
is  a  vital  part  of  any  educational  campaign.  Latin  American  cultures,  for  instance, 
have  strong  anti-gay8  attitudes  that  may  influence  how  Hispanic  males  accept 
information  on  AIDS  prevention.4  Some  Hispanic  males  may  not  publicly  read 
AIDS-related  information  for  fear  of  stigmatization.  Thus,  posters  may  be  less 
effective  in  informing  Hispanic  males  about  the  risk  of  AIDS,  whereas  newspapers, 
radio,  or  TV  messages  may  be  more  effective. 

Recommendations 

•  Use  credible  spokespersons  for  disseminating 
information  regarding  the  risk  of  HIV  infection  and  AIDS. 

•  Seek  appropriate  channels  for  disseminating  information  about  AIDS. 

•  Develop  information  in  languages  other  than  English  and  develop 
information  that  is  clear  and  easy  to  understand. 
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Prevention 

Infrequent  use  of  condoms  is  prevalent  among  all  racial  and  ethnic  groups,  and 
particularly  among  Hispanic  residents.  A  key  factor  to  infrequent  condom  use  is  an 
apparent  lack  of  information  about  the  protection  condoms  provide  against  HIV 
infection.9 

Accessibility  may  constitute  another  factor  for  infrequent  use  of  condoms. 
Locating  condom  vending  machines  in  areas  frequented  by  young  adults 
(i.e.,  college  campuses,  public  restrooms,  movie  theaters),  and  distributing 
condoms  through  community  organizations,  may  effectively  increase  condom  use. 

In  addition,  prevention  efforts  should  continue  to  target  injection  drug  users.  The 
prevalence  of  injection  drug  use  strongly  suggests  the  need  to  continue  broadening 
prevention  efforts  in  collaboration  with  substance  abuse  treatment  programs  and 
strengthening  outreach  on  the  streets.  Recent  studies  show  that  many  injection 
drug  addicts,  regardless  of  race  or  ethnicity,  share  needles.10  Consequently, 
injection  drug  use  is  a  major  source  of  HIV  infection.  Outreach  efforts  must 
continue  to  educate  high  risk  groups  on  the  importance  of  reducing  needle  sharing, 
bleaching  used  needles,  and  reducing  high-risk  sexual  behaviors  to  reduce  the  risk 
for  HIV  infection.  Needle  exchange  programs  have  been  proposed  as  a  means  of 
constraining  the  rapid  spread  of  AIDS  among  injection  drug  users.11  These 
programs  consist  of  providing  injection  drug  users  with  sterile  syringes  in  exchange 
for  the  users'  old  ones.  Research  has  produced  mixed  results  regarding  the 
effectiveness  of  needle  exchange  programs  in  diminishing  the  sharing  of 
contaminated  needles12  and  stemming  the  spread  of  AIDS. 

Recommendations 

•  Ensure  that  prevention  efforts  reach  all  racial  and  ethnic  groups, 
particularly  Hispanics,  with  culturally  appropriate  information  that 
promotes  the  use  of  condoms  and  addresses  the  risks  of  AIDS. 

•  Support  efforts  aimed  at  making  condoms  easily  accessible  to  persons  at 
high  risk  for  sexually  transmitted  HIV  infection. 
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Research 

Further  research  is  needed  to  assess  the  differential  effects  that  AIDS  has  among 
racial  and  ethnic  groups.  This  research  must  strive  to  obtain  data  within 
appropriate  and  culturally  sensitive  frameworks  and  control  for  confounders. 
A  lack  of  cultural  insight  increases  the  probability  of  research  data  lending  itself  to 
harmful  stigmatization. 

In  addition,  human  service  agencies  must  focus  their  attention  on  addressing  the 
causes  of  detrimental  health  outcomes  in  order  to  develop  policies  aimed  at 
disabling  the  roots  of  these  outcomes.  The  assessment  of  needs  among  residents 
of  Massachusetts  will  be  most  effective  when  it  is  based  on  knowledge  of  ethnic 
and  cultural  differences.  It  is  critical  to  collect  detailed  ancestry  information  that 
will  enable  the  differentiation  between  a  diversity  of  ethnic  influences  and  cross- 
cultural  variations.  Overlooking  these  differences  among  races  and  ethnic 
subgroups  results  in  ill-suited  policies,  inadequate  identification  of  needs,  and 
wasted  resources. 

The  Massachusetts  Department  of  Public  Health  recently  developed  ard  mandated 
the  implementation  of  a  standard  for  collecting  information  on  race  and  ancestry. 
All  new  data  collection  forms  will  include  questions  on  race  and  ancestry.  The 
new  information  on  racial  and  ethnic  origin  will  enhance  the  Department's  ability  to 
target  policies  and  programs  at  specific  high-risk  groups. 

Recommendations 

•  Assess  the  political  and  social  implications  of  research  data  in  order  to 
minimize  potential  misinterpretation  and  misuse. 

•  Focus  attention  on  addressing  the  causes  of  detrimental  health 
outcomes.  Efforts  should  not  be  confined  solely  to  exposing  outcome 
data. 

•  Expedite  implementation  of  the  newly  developed  Department  standard 
for  gathering  race  and  ancestry  data.  The  standard  differentiates 
between  18  major  ethnic  groups  and  five  major  racial  groups  in 
Massachusetts. 

•  Develop  and  implement  standards  for  gathering  data  on  health  care 
service  user's  primary  language. 
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Community  involvement 

Injection  drug  use  is  the  leading  mode  of  transmission  of  HIV  infection  among 
black  and  Hispanic  residents.  The  most  effective  way  to  educate  and  empower 
people  to  change  destructive  behavior  is  to  work  on  a  local  and  personal  level.  At 
a  grassroots  level,  communities  can  form  support  groups  that  assist  the  sick; 
conduct  educational  campaigns  aimed  at  reducing  stigmatization;  promote  safe 
sexual  practices;  and  reach  out  to  injection  drug  users  to  aid  them  in  their  efforts 
to  overcome  addiction. 

Recommendations 

•    Communities  of  color  must  play  an  active  role  in  combating  AIDS. 
Community-based  organizations  should  continue  to  advocate  the 
development  and  maintenance  of  local  substance  abuse  prevention  and 
treatment  programs,  and  other  services  needed  to  reduce  the  spread  of 
HIV  infection  and  AIDS. 
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MASSA  CHUSETTS  DEPARTMENT  OF  PUBLIC  HEAL  TH INITIA  TIVES 

The  Massachusetts  Department  of  Public  Health  (MDPH)  directs  and  supports 
efforts  aimed  at  reducing  the  impact  of  AIDS  among  communities  of  color  in  the 
state. 

Educational  materials 

Educational  materials  are  produced  in  a  minimum  of  four  languages:  English, 
Spanish,  Haitian,  and  Portuguese. 

Community-based  organizations 

Several  coalitions  have  resulted  from  the  collaboration  between  MDPH  AIDS  staff 
and  community  groups  funded  through  the  Center  for  Disease  Control.  Some  of 
the  outcomes  from  coalition  building  efforts  include: 

1)  three  bilingual  AIDS  information  and  referral  hotlines,  two  in  Spanish  and  one  in 
Portuguese. 

2)  outreach  efforts,  such  as  the  distribution  of  condoms  and  information  on  how 
to  prevent  HIV  infection, 

3)  publication  of  the  Latino  Health  Network  Resource  Guide, 

4)  public  service  announcements  in  Spanish, 

5)  outreach  efforts  that  target  drug  users  in  Springfield,  Boston,  Worcester  and 
New  Bedford,  and 

6)  building  coalitions  with  gay  men  of  color  through  the  Multicultural  AIDS 
coalition,  the  AIDS  Action  Committee  and  the  Action  for  Boston  Community 
Development  Women's  Project. 

The  Department's  goal  is  to  strengthen  the  capacity  of  community-based  agencies 
that  will  provide  education  on  HIV  transmission,  condom  use,  needle  sharing, 
sexually  transmitted  diseases,  sexual  behaviors  and  counseling. 
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AIDS  RESOURCE  LIST 

The  following  agencies  and  groups  are  a  sample  of  a  wide  number  of  programs 
that  provide  culturally  sensitive  information  on  HIV  infection  and  AIDS  treatment 
services. 

National  Resources 


National  Coalition  of  Hispanic  Health 
and  Human  Service  Organizations 
1030  15th  Street,  N.W.  Suite  1053 
Washington,  DC  20005 
202-371-2100 


National  Minority  AIDS  Council 
P.O.  Box  28574 
Washington,  DC  20038 
202-544-1076 


Massachusetts  Resources 

Children's  Hospital  AIDS  Program 
Gardner  632-300  Longwood  Avenue 
Children's  Hospital 
Boston,  MA  021 15 

Hispanic  AIDS  and 

Substance  Abuse  Program  (HASAP) 

55  Dimock  Street 

Jamaica  Plain,  MA  02130 

617-442-9401 

Latino  Health  Network 

32  Rutland  Street  P.O.  Box  1737 

Boston,  MA  02105 

617-348-1408 

Project  Trust 
Boston  City  Hospital 
818  Harrison  Avenue 
Boston,  MA  021 18 
617-424-4495 

Action  for  Boston 
178  Tremont  Street 
Boston,  MA  021 1 1 
617-357-6000  x393 

Dimock  Substance  Abuse 

Metro  South  HIV  Support  Services 

55  Dimock  Street 

Roxbury,  MA  021 19 

617-442-2121 


Action  for  Boston  Community  Development 
1  78  Tremont  Street 
Boston,  MA  021 1 1 
617-357-6000  X393 

Brookside  Community  Health  Center 
3297  Washington  Street 
Roxbury,  MA  021 1  9 
617-522-4700 


Cambridge  AIDS  Task  Force 
1493  Cambridge  Street 
Cambridge,  MA  02139 
617-498-1663 

Columbia  Point  Health  Center 
50  Harbor  Point  Blvd. 
Dorchester,  MA  021  25 
617-288-1  140 


Concilio  Addictions  Prog  Comm  Develop. 
105  Windsor  Street 
Cambridge,  MA  02139 
617-661-8801 

Sociedad  Latina,  Inc. 
1554  Tremont  Street 
Boston,  MA  02120 
617-442-4299 
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The  Ethiopian  Family  Center,  Inc. 
140  Clarendon  Street,  Suite  601 
Boston,  MA  021 16 
617-424-9305 

Fenway  Community  Health  Center 
93  Massachusetts  Avenue 
Boston,  MA  021 15 
617-267-0900 

F.I.R.S.T.  AIDS  Project 
5  Washington  Street 
Roxbury,  MA  02121 
617-427-1008 


La  Alianza  Hispana 
409  Dudley  Street 
Roxbury,  MA  021 19 
617-427-7175  x18 

Multicultural  AIDS  Coalition 
566  Columbus  Avenue 
Boston,  MA  021 18 
617-536-0390 


Project  Outreach 

875  Massachusetts  Avenue,  Seventh  Floor 
Cambridge,  MA  02139 
617-864-91 15 


AIDS  Project  Worcester 
305  Shrewsbury  Street 
Worcester,  MA  01604 
508-756-5532 

Hispanic  AIDS  Resource  Center 
517  Moody  Street 
Lowell,  MA  01854 
508-970-2697 

International  Institute  of 
Greater  Lawrence,  Inc. 
LIFE/AIDS  Project 
45  Canal  Street 
Lawrence,  MA  01840 
508-687-0981  or  688-HELP 

Project  Care/AIDS  Advocacy  Center 

P.O.  Box  A-2097 

New  Bedford,  MA  02741 

508-990-8280 

American  Red  Cross 
Berkshire  County  Chapter 
63  Wendell  Avenue 
Pittsfield,  MA  01201 
413-442-1506 


Hotlines 

Latino  AIDS  Hotline 

Inquilinos  Boricuas  en  Accion/Latino  Health 

Network 

617-262-7248 

Massachusetts  Alcoholism  and  Drug  Services 
.Information  and  Referral  Hotline 
Massachusetts  Department  of  Public  Health 
Bureau  of  Substance  Abuse  Services 
800-327-5050  or  617-445-1500 


Multilingual  Helpline 

International  Institute  of  Greater  Lawrence 
508-688-HELP 


New  North  Citizens'  Council  Bilingual  Hotline 
800-637-3776 


Massachusetts  Alternative  Test  Site  Program 
Massachusetts  Department  of  Public  Health 
617-522-4090 
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Sexually  Transmitted  Diseases 

Chapter  3 


The  Massachusetts  Department  of  Public  Health  maintains  a  sexually  transmitted 
disease  (STD)  surveillance  program  that  monitors  the  incidence  of  STDs  and  trends 
in  STD-related  illnesses.  The  program  collects  information  on  reported  sexually 
transmitted  diseases  from  site-specific  STD  treatment  clinics  and  other  health  care 
facilities  located  throughout  the  state.  The  data  obtained  through  the  STD 
program  are  used,  in  part,  for  targeting  limited  resources  to  populations  in  need  of 
treatment  and  prevention  services. 

The  data  reported  in  this  section  may  contain  reporting  biases.  Black  and  Hispanic 
residents,  for  example,  may  be  more  likely  than  white  residents  to  seek  services 
from  publicly-funded  clinics,  where  reporting  of  STDs  is  thought  to  be  more 
complete  than  in  private  clinics. 

Health  outcomes  monitored  by  the  Massachusetts  Department  of  Public  Health  are 
discussed  below  and  include  the  incidence  of  STD  infections,  such  as  syphilis, 
gonorrhea,  and  chlamydia.  Incidence  rates  of  these  infections  vary  considerably  by 
race,  ethnicity,  and  gender. 
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HEALTH  OUTCOMES 

Syphilis.  Syphilis  is  a  sexudlly  transmitted  disease  caused  by  the  spirochete 
Treponema  pallidum.  It  enters  the  body  through  imperceptible  breaks  in  the  skin  or 
through  mucous  membrane  lining  the  mouth,  rectum,  or  genital  tract.  Contracting 
the  disease  by  other  than  intimate  contact  is  rare  because  the  spirochete  that 
causes  the  disease  cannot  survive  outside  the  body.  If  the  disease  goes  untreated 
it  can  eventually  cause  heart  disease,  impair  memory,  and  cause  loss  in  sensation 
and  movement.  Pregnant  women  are  at  risk  of  transmitting  the  disease  to  the 
fetus,  resulting  in  miscarriage,  stillbirth,  and  deformities.  The  early  diagnosis  and 
treatment  of  syphilis  are,  therefore,  very  important. 

Males.  In  1989,  the 
reported  rate  of  syphilis 
among  black  males 
between  the  ages  of  15 
and  54  (260  per  100,000 
population)  was  almo  >t  29 
times  that  of  white  rrales 
(9  per  100,000 
population).  Hispanic 
males  between  the  ages 
of  15  and  54  had  a  rate8 
(149  to  254  per  100,000 
population)  that  ranged 
from  1 6  to  28  times  that 
of  white  males.  Data 
indicate  that,  for  males 
between  the  ages  of  1  5 
and  54,  there  were  210 
cases  of  syphilis  reported 
for  black  males,  155  among  Hispanic  males,  136  among  white  males,  and  12 
cases  among  Asian  males. 

Females.  In  1989,  the  reported  rate  of  syphilis  among  black  females  between  the 
ages  of  15  and  54  (186  per  100,000  population)  was  approximately  23  times  that 
of  white  females  (8  per  100,000  population).  Hispanic  females  between  the  ages 
of  15  and  54  had  a  rate  (103  to  176  per  100,000  population)  that  ranged  from  13 


1  An  estimated  range  of  rates  is  provided  for  Hispanics  because  there  are  no  reliable  statewide  population 
estimates  that  allow  for  the  calculation  of  specific  rates.  The  population  denominator  for  the  range  of  rates  was 
calculated  by  linear  interpolation  between  the  1980  U.S.  Census  count  for  Hispanics  in  Massachusetts  and  the 
projected  population  ranges  for  1 990.  The  1 980  age  and  sex  distribution  for  Hispanics  in  Massachusetts  was  used 
to  calculate  the  age  and  sex  distribution  of  the  upper  and  lower  bound  of  the  projected  ranges  for  each  year. 
These  rates  must  be  interpreted  with  caution  due  to  the  potential  imprecision  of  estimation  procedures. 


Syphilis  Case  Rate 

By  Race,  Ethnicity,  and  Gender 
Massachusetts:  1989 
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to  22  times  that  of  white  females.  Data  indicate  that,  for  females  between  the 
ages  of  15  and  54,  there  were  183  cases  of  syphilis  reported  among  black 
females,  123  among  white  females,  116  among  Hispanic  females,  and  16  among 
Asian  females. 

Several  studies  have  shown  a  high  positive  correlation  between  syphilis  and  HIV 
infection. 1,2,3,4  In  light  of  this  association,  fluctuations  in  the  incidence  of 
syphilis  may  affect  the  number  of  HIV  infections  and  future  AIDS  cases  in  the 
state. 

Gonorrhea 

Gonorrhea  is  caused  by 
the  bacterium  commonly 
called  gonococcus. 
It  is  the  most  commonly 
reported  sexually 
transmitted  disease  in 
Massachusetts. 
The  bacterium  primarily 
infects  the  urethra,  uterine 
cervix,  rectum,  throat,  and 
eyes.  If  the  disease  is 
untreated  in  women  it  can 
cause  infection  in  the 
fallopian  tubes  that  can 
lead  to  infertility. 
Pregnant  women  run  the 
risk  of  infecting  the  infant 
at  birth,  causing  gonococcal  eye  disease  and,  consequently,  blindness. 

Males.  In  1989,  the  reported  rate  of  gonorrhea  for  black  males  between  the  ages 
of  15  and  54  (2,513  per  100,000  population)  was  almost  55  times  that  of  white 
males  (46  per  100,000  population).  Hispanic  males  between  the  ages  of  15  and 
54  had  a  rate  (351  to  599  per  100,000  population)  that  ranged  from  8  to  1  3  times 
that  of  white  males.  Data  indicate  that,  for  males  between  the  ages  of  1  5  and  54, 
there  were  2,029  cases  of  gonorrhea  reported  for  black  males,  688  for  white 
males,  365  among  Hispanic  males,  and  18  cases  among  Asian  males. 

Females.  In  1989,  the  reported  rate  of  gonorrhea  among  black  females  between 
the  ages  of  15  and  54  (1,524  per  100,000  population)  was  39  times  that  of  white 
females  (39  per  100,000  population).  Hispanic  females  between  the  ages  of  15 
and  54  had  a  rate  (188  to  321  per  100,000  population)  that  ranged  from  to  5  to  8 
times  that  of  white  females.  Data  indicate  that,  for  females  between  the  ages  of 


Gonorrhea  Case  Rate 

By  Race,  Ethnicity,  and  Gender 
Massachusetts:  1989 
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15  and  54,  there  were  1,501  cases  of  gonorrhea  reported  among  black  females, 
620  among  white  females,  211  among  Hispanic  females,  and  11  among  Asian 
females. 

Chlamydia 

Chlamydia  is  one  of  the 
most  commonly  reported 
sexually  transmitted 
diseases.  Infection  can 
cause  cervicitis,  urethritis 
and  pelvic  inflammatory 
disease.  Chlamydia  is 
more  commonly  reported 
among  females  than 
males.  This  may  be  due 
to  the  fact  that  chlamydia 
is  more  easily  diagnosed 
in  females  than  males. 

Males.  In  1989,  the 
reported  rate  of  chlamydia 
among  black  males  (401 
per  100,000  population)  was  20  times  higher  than  that  of  white  males  (20  per 
100,000  population).  Hispanic  males  between  the  ages  of  15  and  54  had  a  rate 
(85  to  144  per  100,000  population)  that  ranged  from  4  to  7  times  that  of  white 
males.  Data  indicate  that,  for  males  between  the  ages  of  15  and  54,  there  were 
324  cases  of  chlamydia  reported  for  black  males,  303  for  white  males,  88  among 
Hispanic  males,  and  7  cases  among  Asian  males. 

Females.  In  1989,  the  reported  rate  of  chlamydia  among  black  females  between 
the  ages  of  15  and  54  (1,483  per  100,000  population)  was  more  than  10  times 
that  of  white  females  (145  per  100,000  population).  Hispanic  females  between 
the  ages  of  15  and  54  had  a  rate  (554  to  944  per  100,000  population)  that  ranged 
from  to  4  to  6  times  that  of  white  females.  Data  indicate  that,  for  females 
between  the  ages  of  15  and  54,  there  were  2,298  cases  of  chlamydia  reported 
among  white  females,  1,461  among  black  females,  621  among  Hispanic  females, 
and  55  among  Asian  females. 


Chlamydia  Case  Rate 

By  Race,  Ethnicity,  and  Gender 
Massachusetts:  1989 
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Pelvic  inflammatory 
disease 

Pelvic  inflammatory 
disease  (PID)  is  one  of  the 
most  severe  health 
outcomes  of  lower  genital 
tract  infections  in  women. 
The  rate  among  black 
women  between  the  ages 
of  15  and  54  (178  per 
100,000  population)  is 
approximately  9  times 
higher  than  that  reported 
for  white  women  (20  per 
100,000  population). 
Hispanic  females  between 
the  ages  of  15  and  54  had 
a  rate  (39  to  67  per 
100,000)  up  to  3  times  that  of  white  females.  Data  indicate  that,  for  females 
between  the  ages  of  15  and  54,  there  were  313  cases  of  PID  reported  among 
white  females,  175  among  black  females,  44  among  Hispanic  females,  and  5 
cases  among  Asian  women. 

Summary 

•  There  are  higher  reported  rates  of  syphilis,  gonorrhea,  and  chlamydia  for 
black  and  Hispanic  residents  than  for  white  residents  of  Massachusetts. 

•  The  most  marked  racial  difference  in  sexually  transmitted  diseases  is 
between  the  rates  of  reported  syphilis  for  black  and  white  residents  of  the 
state. 

•  The  most  marked  gender  difference  in  STD  rates  is  in  the  reported  rate  of 
chlamydia,  which  is  four  to  seven  times  higher  among  females. 


Pelvic  Inflammatory  Disease  Case  Rate 
By  Race  and  Ethnicity 
Massachusetts:  1989 
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RISK  FACTORS 

Some  behaviors  constitute  risk  factors  for  contracting  and  spreading  STDs. 
Risk  behaviors,  such  as  unprotected  sex  and  substance  abuse,5  are  more  prevalent 
among  adolescents  and  young  adults  than  among  older  age  groups.  Thus,  black 
and  Hispanic  residents,  who  constitute  a  younger  age  group  than  white  residents, 
are  more  likely  to  experience  a  higher  prevalence  of  risk  factors  for  STD  infections. 
Other  behaviors,  such  as  seeking  timely  care,  influence  the  rates  and  spread  of 
STD  infections.  People  who  are  infected  and  are  not  treated  promptly  are  likely  to 
infect  others.  Black  residents  may  delay  longer  than  white  residents  before 
seeking  treatment.8 

The  Department  of  Public  Health,  through  the  STD  program,  collects  information 
on  several  risk  factors  that  influence  the  incidence  rates  of  STDs  in  Massachusetts. 
Several  of  these  risk  factors  are  discussed  below. 

Condom  use 

The  use  of  condoms 
reduces  the  risk  of  the 
sexual  transmission  of 
diseases.  There  are  racial 
and  ethnic  differences  in 
the  frequency  of  condom 
use.  Among  clients  who 
sought  testing  for  sexually 
transmitted  diseases 
during  1989,  78%  of 
Hispanic  clients,  54%  of 
black  clients,  and  57%  of 
white  clients  reported 
never  using  condoms. 

It  must  be  noted, 
however,  that  data  on  the 

prevalence  of  using  condoms  are  limited  and  potentially  biased.  These  data  are 
collected  through  STD  programs  that  serve  self-selected  high  risk  groups  and  may 
not  represent  the  frequency  of  condom  use  in  the  general  population. 


Percentage  of  Clients  Tested  for  STD* 
Who  Reported  Never  Using  Condoms 
Race/Ethnicity  Massachusetts:  1990 
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Alcohol  and  other  drug  use 

Use  of  alcohol  and  other  drugs  are  also  critical  risk  factors  for  contracting  sexually 
transmissible  diseases.  Increases  in  STD  rates  have  been  correlated  with  increased 
crack  use  in  inner  city  areas.  One  study  found,  for  example,  that  more  than  half  of 
crack  users  in  the  San  Francisco  Bay  area  combined  sex  with  crack  use,  one  third 
had  a  history  of  STDs,  and  one  quarter  exchanged  sex  for  drugs  or  money.9 

Number  of  sexual  partners 

The  number  of  partners  with  whom  an  individual  has  sex  is  a  measure  of  potential 
risk  for  STD  infections.7  Data  show  slight  disparities  between  the  reported 
number  of  sexual  partners  among  black,  Hispanic,  and  white  patients  of  STD 
clinics.  Twenty-three  percent  of  black,  15%  of  Hispanic,  and  18%  of  white 
patients  reported  having  three  or  more  sexual  partners  during  the  three  months 
prior  to  their  visit  to  the  clinic. 

Summary 

•  Hispanic  clients  at  STD  clinics  were  less  likely  than  black  or  white  clients 
to  report  using  condoms. 

•  Black  clients  at  STD  clinics  reported  a  higher  number  of  sexual  partners  in 
the  past  three  months  than  did  Hispanic  or  white  clients. 
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SERVICE  UTILIZA  TION 


Use  of  STD  testing  and 
counseling  facilities 

The  STD  control  programs 
offer  confidential,  cost- 
effective  diagnostic  and 
treatment  services  to  all 
residents  of 
Massachusetts.  STD 
services,  at  the  time  of 
this  report,  are  delivered 
through  15  clinics  located 
in  hospitals  and  health 
centers  throughout  the 
state.  The  clinics  are 
staffed  by  registered 
nurses,  nurse 
practitioners,  physician 
assistants,  physicians, 
laboratory  technicians,  phlebotomists,  and  epidemiologists. 

In  1989,  there  were  30,159  visits  made  to  STD  clinics.  Black  clients  accounted 
for  33%  (9,948)  of  all  visits;  Hispanic  clients  made  up  14%  (4,220  visits);  white 
clients  made  up  40%  (12,069  visits);  and  other  patients  accounted  for  an 
additional  3%  (905  visits).  Racial/ethnic  information  was  not  available  for  10%  of 
the  clients. 

Summary 

•    Visits  by  black  and  Hispanic  residents  accounted  for  almost  half  of  the 
total  number  of  visits  to  STD  clinics  during  1989. 


Distribution  of  Visits  to  STD  Clinics 
by  Race  and  Ethnicity 
Massachusetts:  1989 


Hispanic,  14% 
(n-4,220) 


Unknown,  10% 
(n-3.017) 


Source:  STD  Control  Progra  s 
Mass.  Department  of  Public  -tealth 
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DISCUSSION  AND  RECOMMENDA  TIONS 

STDs  reported  in  Massachusetts  disproportionately  affect  residents  of  color.  A 
higher  incidence  of  syphilis,  chlamydia,  and  gonorrhea  is  reported  for  black  and 
Hispanic  residents  in  comparison  to  the  incidence  reported  for  white  residents. 
Issues  in  three  broad  areas  -  education,  prevention,  and  research  -  are  presented 
below,  followed  by  specific  recommendations  for  reducing  the  incidence  of  STDs 
among  people  of  color  and  white  residents  alike. 

Education 

Culturally  appropriate  educational  campaigns  need  to  focus  on  creating  awareness 
of  the  impact  and  risks  of  STDs  among  people  of  color.  These  campaigns  will  be 
most  effective  if  their  messages  are  directed  at  specific  communities  of  color  and 
are  delivered  by  culturally  sensitive  spokespersons,  such  as  community  leaders, 
religious  leaders,  physicians,  nurses,  other  health  care  providers,  and  celebrities. 

Awareness  of  STD  risks  is  particularly  important  for  adolescent? .  School-based 
family  education  about  human  health  and  sexuality  can  provide  .mportant 
knowledge  to  promote  lifetime  risk-reducing  behaviors.  For  adolescents,  personal 
conversations  about  specific  behaviors  may  be  necessary  to  stimulate  behavioral 
change.8  Physicians  and  other  health  care  providers  can  be  particularly  influential 
in  promoting  behavioral  change  by  speaking  openly  with  patients  about  the  risks  of 
STDs  and  AIDS. 

Recommendations 

•  Use  credible  spokespersons  and  methods  for  disseminating  information 
regarding  the  risk  of  STDs  and  HIV  infection. 

•  Expand  and  improve  STD/HIV  prevention  education  programs  for 
adolescents. 

Prevention 

Sexual  abstinence  is  the  safest  prevention  against  STD  infection.  Other  preventive 
practices  include  the  use  of  condoms.  Infrequent  use  of  condoms,  however,  is 
prevalent  among  all  racial  and  ethnic  groups,  particularly  among  Hispanics.  Key 
factors  influencing  infrequent  condom  use  are  a  lack  of  information  about  the 
protection  condoms  provide  against  STDs  and  HIV  infection,9  as  well  as  cultural 
and  religious  values  that  discourage  their  use. 

Lack  of  accessibility  may  contribute  to  infrequent  use  of  condoms.  Locating 
condom  vending  machines  in  areas  frequented  by  adolescents  (e.g.,  college 
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campuses,  public  restrooms,  bars,  movie  theaters)  and  distributing  condoms 
through  community  organizations  may  increase  condom  use.  In  addition,  condoms 
and  instructions  for  their  proper  use  should  be  made  mo.e  widely  available  through 
health  centers  serving  sexually  active  people. 

Significant  associations  have  been  found  between  syphilis  and  HIV  infection.  In 
light  of  these  findings,  STD  clinics  must  strengthen  their  efforts  to  provide  HIV 
counseling  and  encourage  testing  for  HIV  seropositivity  among  patients.  Data  on 
service  utilization  indicate  that  STD  clinics  serve  a  larger  population  of  color  than 
Alternative  Test  Sites  and,  thus,  are  a  vital  setting  for  providing  HIV  information 
and  counseling  to  persons  from  communities  of  color.  Counseling  sessions  prior  to 
STD  testing  appear  to  be  the  best  opportunity  for  providing  individualized 
education  on  HIV  infection  and  for  encouraging  HIV  testing. 

Substance  abuse  constitutes  a  risk  factor  for  sexually  transmitted  diseases.13 
The  MDPH  currently  fosters  a  collaborative  effort  between  the  Bureau  of 
Substance  Abuse  Services  and  the  STD  and  AIDS  programs  to  improve  STD/HIV 
education  in  substance  abuse  treatment  programs. 

Recommendations 

•  Ensure  that  education  and  prevention  efforts  reach  all  racial  and  ethnic 
groups,  particularly  Hispanics,  with  culturally  appropriate  information  that 
promotes  the  use  of  condoms  and  addresses  the  risks  of  STDs  and  AIDS. 

•  Support  efforts  aimed  at  making  condoms  easily  accessible  to  persons  at 
high  risk  for  contracting  sexually  transmissible  diseases. 

•  Develop  new  strategies  to  increase  voluntary  HIV  testing  and  counseling 
among  patients  at  STD  clinics. 

•  Support  and  develop  STD  counseling  efforts  in  substance  abuse  treatment 
programs. 
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Research 

Further  research  i&  needed  to  assess  the  reasons  for  the  disparate  rates  of  STDs 
among  racial  and  ethnic  groups.  Research  must  obtain  data  within  appropriate  and 
culturally  sensitive  frameworks  and  control  for  confounders.  A  lack  of  cultural 
insight  increases  the  probability  of  research  findings  being  described  out  of 
context.  This  increases  the  likelihood  of  research  arriving  at  misleading 
conclusions  that  lend  themselves  to  harmful  stigmatization. 

Human  service  agencies  must  focus  attention  on  addressing  the  causes  of 
detrimental  health  outcomes  in  order  to  develop  effective  policies  aimed  at 
eliminating  the  roots  of  these  outcomes.  Such  roots  include  socio-cultural  values, 
lack  of  education,  poverty,  and  unemployment.  The  assessment  of  needs  among 
residents  of  Massachusetts  will  be  most  effective  when  it  is  based  on  knowledge 
of  ethnic  and  cultural  patterns.  It  is  important  to  collect  detailed  ancestry 
information  that  will  enable  the  examination  of  ethnic  influences  and  cross-cultural 
variations.  Overlooking  these  variations  among  races  and  ethnic  subgroups  results 
in  ill-suited  policies,  inadequate  identification  of  needs,  and  wasted  resources. 

The  Massachusetts  Department  of  Public  Health  recently  developed  and  mandated 
the  implementation  of  a  standard  for  collecting  information  on  race  and  ancestry. 
All  new  data  collection  forms  will  include  questions  on  race  and  ancestry. 
The  new  information  on  racial  and  ethnic  origin  will  enhance  the  Department's 
ability  to  target  policies  and  programs  at  specific  high-risk  groups. 

Recommendations 

•  Collect  data  within  culturally  appropriate  contexts  in  order  to  minimize 
potential  misinterpretation  and  misuse. 

•  Focus  attention  on  addressing  the  causes  of  detrimental  health  outcomes. 
Efforts  should  not  be  confined  solely  to  presenting  outcome  data. 

•  Expedite  implementation  of  the  newly  developed  Department  standard  for 
gathering  race  and  ancestry  data.  The  standard  differentiates  between  18 
ethnic  groups  and  five  racial  groups  in  Massachusetts. 
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MASSA  CHUSETTS  DEPARTMENT  OF  PUBLIC  HEAL  TH INITIA  TIVES 

The  Sexually  Transmitted  Disease  (STD)  Division  has  as  a  goal  the  reduction  in  the 
incidence  of  STDs  and  HIV  infection  through  surveillance,  community  and  provider 
education,  disease  intervention  and  clinical  services  for  diagnosis,  treatment, 
patient  education  and  counseling. 

State  Cooperating  STD  clinics  participate  in  the  STD  Control  Program  by  providing 
service  in  each  of  three  categories:  1)  diagnosis  and  treatment  including  preventive 
treatment  for  persons  exposed  to  STDs,  2)  education  and  counseling  for  behavioral 
risk  reduction,  and  3)  support  of  State  Disease  Intervention  Specialist  efforts. 

The  Department  of  Public  Health  is  responsible  for  the  treatment  of  STD  for 
persons  unable  to  pay  for  private  medical  care.  It  is  also  responsible  for  STD 
reporting  and  control.  Other  program  services  and  components  available  to 
support  community  efforts  include  STD  professional  program  staff  for  case 
management,  interpretation  of  laboratory  results  and  community  education. 
T  ie  syphilis  registry  located  in  the  central  office  tracks  positive  serologies  on 
p  Jtients  throughout  the  state. 

The  services  of  the  STD  Division  are  available  to  any  resident  of  the 
Commonwealth.  The  target  population  includes  groups  considered  to  be  at 
increased  risk  for  STD  infection:  adolescents  and  young  adults,  populations  of  low 
socioeconomic  status,  and  persons  with  chemical  substance  abuse  or  dependency. 
In  particular,  the  service  is  intended  for  those  individuals  who  would  not  otherwise 
have  access  to  treatment  for  economic  and  other  reasons. 
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STD  PROGRAM  RESOURCE  LIST 

The  following  STD  clinics  provide  examination  and  information  on  sexually 
transmitted  diseases. 


Health  Associates 
Provincetown,  Inc. 
508-487-9395 

St.  Joseph's  Hospital* 
Lowell 

508-453-1761 


Beth  Israel  Hospital* 
Boston 

617-735-4087 

Boston  City  Hospital* 
Boston 

617-424-4081  or  61  7-424-5074 


Atlanticare  Hospital* 
Lynn 

617-595-5463 

St.  Luke's  Hospital* 
New  Bedford 
508-992-3855  or 
508-997-1515  X2445 

Berkshire  Medical* 
Pittsfield 

41 3-443-1  61  9  or  41 3-447-2654 


Fenway  Community  Health  Center* 
Boston 

617-267-7573 

Massachusetts  General  Hospital* 
Boston 

617-726-2748  or 
617-884-8300  X587  (Chelsea) 

Brockton  Hospital* 

Brockton 

508-584-1200 


Springfield  Health  Dept.* 

Springfield 

413-787-6129 


St.  Anne's  Hospital 
Fall  River 

508-674-5741  X2475 


Worcester  City  Hospital' 

Worcester 

508-799-8276 


Framingham  Union* 

Framingham 

508-626-3540 


Holy  Family  Hospital* 
508-687-0151 


'These  clinics  offer  HIV  antibody  testing  in  addition  to  other  STD  testing  and  informational  services. 


Sexually  transmitted  disease  information  may  also  be  obtained  by  calling  the  Massachusetts 
Department  of  Public  Health  STD  Control  Program  (617)  522-3700,  extension  408  or  Operation 
Venus  1-800-272-2577. 
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Maternal  and  Infant  Health 

Chapter  4 


In  Massachusetts,  7,041  infants  died  between  1980  and  1989.  Although  the 
infant  mortality  rate  (IMR)  of  the  Commonwealth  is  one  of  the  lowest  in  the  United 
States,  disparities  in  IMRs  exist  among  different  racial  and  ethnic  groups.  Black 
residents  of  the  state  have  an  infant  mortality  rate  that  is  twice  that  of  white 
residents.  This  chapter  examines  some  of  the  racial  and  ethnic  differences  in 
health  outcomes,  risk  factors  and  service  utilization  in  the  area  of  maternal  and 
infant  health. 
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HEALTH  OUTCOMES 


Infant  Mortality 

by  Race  and  Ethnicity 
Massachusetts:  1989 
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Infant  mortality 

Infant  mortality,  or  deaths  occurring  to  infants  before  age  one,  is  recognized  as  a 
sensitive  indicator  of  social  conditions.1 2  Disparities  in  the  rate  of  infant 
mortality  among  sociodemographic  groups  reflect  differences  in  access  to  adequate 
health  care,  education,  proper  nutrition,  and  occupational  and  living  conditions.3 
In  1989,  the  infant  mortality  rate  for  black  infants  was  19  per  1,000  live  births. 
Among  Hispanics,  the  infant  mortality  rate  was  9  per  1,000  live  births."  White 
infants  had  a  rate  of  7  per  1,000  live  births  and  Asian  infants  had  a  rate  of  5  per 
1,000  live  births.  Data  from  death  certificates  show  that  during  1989  there  were 
126  deaths  among  black  infants,  67  among  Hispanic  infants,  482  among  white 
infants,  and  15  deaths  among  Asian  infants. 


•  Differences  in  Hispanic  and  black  infant  mortality  rates  may  reflect  differences  in  the  proportion  of  foreign 
born  mothers.  Black  and  Hispanic  women  who  are  not  born  in  the  United  States  mainland  have  substantially  lower 
infant  mortality  rates  than  women  born  in  the  United  States  mainland.  Currently,  approximately  two  thirds  of 
Hispanic  mothers  are  not  born  in  the  mainland  United  States.  The  number  of  Hispanic  women  being  born  in  the 
United  Sates  mainland,  however,  is  growing.  If  the  current  trends  continue  and  a  greater  proportion  of  Hispanic 
mothers  are  born  in  the  United  States  mainland,  the  infant  mortality  rates  among  Hispanics  can  be  expected  to 
rise. 
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Low  birth  weight  births 

Low  birthweight  is  a 
strong  determinant  of 
infant  mortality.  An  infant 
weighing  less  than  2,500 
grams  (5.5  pounds)  at 
birth  is  considered  low 
birthweight  and  at  risk  for 
not  surviving.  Low 
birthweight  babies  are 
almost  40  times  more 
likely  than  other  infants  to 
die  in  the  first  month  of 
life  and  five  times  more 
likely  to  die  before  the  end 
of  the  first  year.8 


Low  Birthweight  (less  than  2,500  g.) 
by  Race  and  Ethnicity 
Massachusetts:  1989 
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In  1989,  approximately 
12%  of  black,  7%  of  Hispanic,  and  6%  of  Asian  births  in  Massachusetts  were  low 
birthweight  births,  compared  to  5%  of  all  white  births.2 


Summary 

•  In  Massachusetts,  the  infant  mortality  rate  for  black  infants  is  close  to 
three  times  that  of  white  infants. 

•  Black  women  are  more  than  twice  as  likely  to  have  low  birthweight  births 
than  white  women. 
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RISK  FACTORS 


100% 


Adequacy  of  Prenatal  Care 

by  Race  and  Ethnicity 
Massachusetts:  1989 
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Adequacy  of  prenatal  care 

Prenatal  care  refers  to  the 
health  care  services  that  a 
pregnant  woman  receives 
during  the  period  between 
conception  and  delivery. 
This  care  includes  regular 
assessment  of  the 
mother's  and  fetus' 
health;  education  on 
nutrition,  birth  preparation 
and  infant  care; 
arrangement  of  adequate 
support  systems  for  the 
mother  and  family;  and 
planning  for  labor,  delivery 
and  postnatal  care. 
Adequate  prenatal  care  is 
among  the  most  important  determinants  of  birth  outcomes.4  Women  who  receive 
inadequate  prenatal  care  are  at  increased  risk  for  delivering  babies  who  are  low 
birthweight,  or  die  before  age  one.  Adequacy  of  prenatal  care,  for  purposes  of  this 
report,  is  based  on  the  number  of  prenatal  care  visits  and  the  trimester  in  which 
the  visits  begin.  During  1989,  a  smaller  percentage  of  black  (53%),  Hispanic 
(62%),  and  Asian  women  (66%)  received  adequate  prenatal  care  as  compared  to 
white  women  (84%). 
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Adequacy  of  prenatal  care  among 
Asian,  black,  and  Hispanic  subgroups 

Asian,  black  and  Hispanic  residents  of 
Massachusetts  constitute 
heterogeneous  racial/ethnic  groups 
with  different  health  behaviors  and  risk 
factors  for  poor  perinatal  and  infant 
health  outcomes. 


Table  I.  Adequate  prenatal 

care  among  Asian,  black,  and  Hispanic 

subgroups.  Massachusetts:  1989 


ASIAN 

Cambodian  39.2% 

Other  Southeast  Asian  53.9% 

Chinese  79.6% 

Other  Asian  77.0% 


In  1989,  Cambodians  (39.2%)  were 
the  least  likely  of  all  racial  and  ethnic 
groups  in  Massachusetts  to  receive 
adequate  prenatal  care.  Conversely, 
the  percentage  of  Chinese  women 
receiving  adequate  prenatal  care 
(79.6%)  was  second  only  to  that  of 
white  women  (83.6%). 

Among  black  residents,  Cape  Verdean 
women  (47.3%)  were  less  likely  to 
receive  adequate  prenatal  care  in 
comparison  to  American  (51.4%), 
Haitian  (54.1%),  Jamaican  (64.6%) 
and  Barbadian  (72.8%)  black  pregnant 
women  in  the  state. 

Variations  in  adequate  prenatal  care 
received  by  Hispanics  ranged  from  a 
low  of  59.1  %  for  Puerto  Rican  mothers 
to  a  high  of  71.7%  for  South  American 
mothers  during  1989. 


BLACK 

Cape  Verdean  47.3% 

American  51.4% 

Haitian  54.1% 

Other  West  Indian  61 .0% 

Jamaican  64.6% 

Barbadian  72.8% 

HISPANIC 

Puerto  Rican  59.1% 

Central  American  56.9% 

Dominican  67.3% 

Cuban  70.2% 

Mexican  71.4% 

South  American  71.7% 


Source:  Registry  of  Vital  Records  and 
Statistics,  Birth  Certificate.  Based  on  births 
where  adequacy  is  known. 
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Births  to  teenagers 

The  age  at  which  mothers 
give  birth  may  constitute  < 
risk  factor  for  poor 
perinatal  outcomes. 
Pregnant  women  under 
age  20  are  at  higher  risk 
for  complications  of 
delivery  than  women  20 
to  35  years  old.5  Infants 
of  teenage  mothers  are  at 
increased  risk  of  being 
born  prematurely,  with 
low  birthweight,  and  of 
dying  before  the  age  of 
one.  In  Massachusetts, 
20%  of  Hispanic  mothers 
and  17%  of  black  mother; 
were  under  age  20, 
compared  to  7%  of  Asian 
mothers  and  6%  of  white  mothers. 

Tobacco  use  during  pregnancy 

Smoking  among  pregnant  women  is  a  major  contributor  to  low  birthweight,  a 
leading  cause  of  infant  death.  Women  who  smoke  are  more  likely  to  deliver  low 
birthweight  babies  than  women  who  do  not  smoke.  Smoking  patterns  during 
pregnancy  vary  by  race  and  ethnicity.  In  1989,  31%  of  white,  24%  of  black,  18% 
of  Hispanic,  and  9%  of  Asian  women  reported  smoking  during  pregnancy.2  The 
percentage  of  low  birthweight  infants  delivered  by  women  who  smoke  also  varies 
by  race  and  ethnicity.  In  1989,  among  pregnant  women  who  reported  smoking, 
20%  of  black,  12%  of  Hispanic,  9%  of  Asian,  and  8%  of  white  women  delivered 
low  birthweight  babies. 

Although  the  causes  of  low  birthweight  are  complex,  these  data  illustrate  the  link 
between  smoking  and  low  birthweight  outcome.  It  is  important  to  note,  however, 
that  these  data  are  self-reported  by  the  mother  and,  thus,  are  potentially  biased. 


Teen  Births 

by  Race  and  Ethnicity 
Massachusetts:  1989 


26% 


%  of  Mothtri  Younger  Than  20  Veer«  of  Aga 


0% 


Aaian  (n-241)  Black  (n-1.141)       Hlapanic  (n-1.591)      White  m-4.813) 


Race/Ethnicity 


Source:  Regiatry  of  Vital  Record* 
and  Statiatica  -  Birth  Regiatry 


s 
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Summary 

•  Hispanic  women  who  gave  birth  in  1989  were  more  likely  to  be  under  20 
years  of  age  than  Asian,  black  or  white  women  who  gave  birth  during  this 
year. 

•  In  1989,  a  smaller  percentage  of  black,  Hispanic,  and  Asian  pregnant  women 
received  adequate  prenatal  care  in  comparison  to  white  pregnant  women. 
Cambodian  women  were  the  least  likely  of  all  racial  and  ethnic  groups  in 
Massachusetts  to  receive  adequate  prenatal  care. 

•  In  1989,  a  larger  percentage  of  white  pregnant  women  reported  smoking  as 
compared  to  black,  Hispanic,  and  Asian  pregnant  women. 

•  Black  pregnant  women  who  reported  smoking  were  more  likely  to  deliver  low 
birthweight  babies  than  Hispanic,  Asian,  or  white  pregnant  women  who 
reported  smoking. 
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SERVICE  UTILIZA  TION 

Site  of  prenatal  care 

In  Massachusetts,  the  three  major  sites 
delivering  prenatal  care  to  pregnant 
women  are  hospital  clinics,  community 
health  centers,  and  private  physicians. 

Black  and  Hispanic  pregnant  women 
were  5  to  6  times  more  likely  to  obtain 
prenatal  care  from  community  health 
centers  and  hospital  clinics  than  were 
white  pregnant  women.  Table  II 
depicts  the  site  of  prenatal  care  by 
mother's  race  and  ethnicity. 


fable  II.  Site  of  prenatal  care 
by  mother's  race  and  ethnicity. 
Massachusetts:  1989 


Private/HMO 

Asian  60% 

Black  44% 

Hispanic  41  % 

White  89% 

Hospital  Clinic 

Asian  24% 

Black  35% 

Hispanic  39% 

White  7% 


Payment  source 

The  two  major  sources  of  payment  for 
prenatal  care  are  private  and  public 
insurance.  Private  insurance  includes 
Blue  Cross/Blue  Shield,  commercial 
insurance  and  HMOs.  Public  insurance 
includes  Medicaid,  Healthy  Start  and 
other  government  sources.  The 
proportion  of  mothers  who  receive 
adequate  prenatal  care  differs  by  source 


Community  Health  Center 

Asian  16% 

Black  20% 

Hispanic  19% 

White  3% 

Source:  Registry  of  Vital  Records  and 
Statistics,  Birth  Certificate. 


of  prenatal  care  payment. 


In  1989,  women  who  were  privately  insured  were  more  likely  to  receive  adequate 
prenatal  care  (86%)  as  compared  to  women  who  had  public  insurance  (54%). 2 


Hispanic  (29%),  black  (41%)  and  Asian  women  (60%)  were  less  likely  to  have 
private  insurance  than  white  women  (81  %).  Tables  III  and  IV  depict  differences  in 
source  of  payment  for  prenatal  care  by  race  and  ethnicity. 
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Payment  source  among 
Hispanic  subgroups 

Among  Hispanic  subgroups  there  are 
large  differences  in  the  source  of 
payment  for  prenatal  care.  Mexican 
(59.3%)  and  Cuban  mothers  (57.6%) 
were  more  likely  to  pay  for  prenatal 
care  privately  than  other  Hispanic 
subgroups.  Table  III  depicts  the 
differences  in  sources  of  payment  for 
prenatal  care  among  Hispanic 
subgroups. 


Table  III.  Source  of  payment  for 
prenatal  care  among  Hispanic  mothers. 
Massachusetts:  1989 


Private  Public 


% 

% 

Dominican 

22.8 

69.0 

Puerto  Rican 

23.4 

72.6 

Central  American 

37.1 

54.8 

South  American 

49.1 

42.2 

Cuban 

57.6 

35.1 

Mexican 

59.3 

28.0 

Other 

42.9 

46.5 

Source:  Registry  of  Vital  Records  and 
Statistics,  Birth  Certificate. 


Payment  source  among  Table  IV.  Source  of  payment  for 

black  subgroups  prenatal  care  among  black  mothers. 

Massachusetts:  1989 


Among  black  ethnic  subgroups,  source 


of  payment  for  prenatal  care  also 

Private 

Public 

differs.  In  1989,  Barbadian  (63.8%) 

% 

% 

and  Jamaican  blacks  (63.0%)  were 

more  likely  to  pay  for  prenatal  care 

American 

37.0 

56.3 

privately  than  other  black  subgroups. 

Haitian 

44.4 

45.1 

Table  IV  depicts  variations  in  source  of 

Other  West  Indian 

61.7 

32.0 

payment  for  prenatal  care  among  black 

Jamaican 

63.0 

31.2 

subgroups. 

Barbadian 

63.8 

31.3 

Source:  Registry  of  Vital  Records  and 
Statistics,  Birth  Certificate. 
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Summary 

•  A  larger  percentage  of  black  and  Hispanic  women  obtained  prenatal  care 
from  community  health  centers  and  hospital  clinics  than  white  or  Asian 
women. 

•  Hispanic,  black  and  Asian  pregnant  women  were  less  likely  than  white 
pregnant  women  to  have  private  insurance. 

•  Cuban  and  Mexican  mothers  were  more  likely  to  have  a  private  source  of 
payment  for  prenatal  care  than  other  Hispanic  subgroups.  It  should  be  noted 
that  the  numbers  in  these  ethnic  categories  were  small. 

•  Among  black  subgroups,  a  smaller  percent  of  black  American  mothers  had 
private  insurance  in  comparison  to  Haitian,  Jamaican,  Barbadian  and  other 
West  Indian  black  mothers. 
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DISCUSSION  AND  RECOMMENDA  TIONS 

The  data  discussed  in  this  chapter  show  that  people  of  color  are  disproportionately 
affected  by  poor  perinatal  outcomes.  Strategies  aimed  at  improving  maternal  and 
infant  health  among  all  women  and  children  have  been  drawn  from  this  chapter 
and  from  other  sources.11 

Education 

Educating  women  and  families  on  the  factors  that  produce  healthy  babies,  such  as 
the  mother's  own  health  before  conception,  is  an  effective  means  of  reducing  poor 
perinatal  outcomes.  Factors  that  improve  perinatal  outcomes  include  early, 
continuous  and  comprehensive  prenatal  care.  Education  must  start  early  in  life. 
School-based  education  on  health  and  sexuality  can  provide  important  information 
on  the  risks  of  early  pregnancy  and  on  risk-reducing  behaviors.  Community-based 
programs  can  reach  out  to  women  and  children  and  provide  them  with  culturally 
sensitive  information  on  health  and  availability  of  health  programs. 

Recommendations 

•  Educate  women  and  families  on  the  factors  that  produce  healthy  babies  and 
on  the  risk  factors  associated  with  poor  perinatal  outcomes. 

•  Emphasize  the  importance  of  early,  continuous,  and  comprehensive  prenatal 
care. 

•  Establish  and  support  accessible  and  culturally  appropriate  community-based 
education  and  advocacy  programs. 

Prevention 

Prenatal  care,  supplemental  food  programs,  and  prevention  programs,  such  as 
Family  Planning  Programs,  are  cost  effective  means  for  reducing  neonatal  mortality 
rates.8   The  Infant  Mortality  Task  Force  states  that  for  every  dollar  invested  in 
family  planning,  $4.40  are  saved  in  medical  and  welfare  costs.11  Programs  like 
WIC,  however,  are  unable  to  serve  all  eligible  women  and  children  because  they 
have  reached  the  limit  of  their  appropriated  funds.  Other  programs,  like  Family 
Planning,  have  endured  cuts  in  staff  and  state  funding. 

Substance  use  during  pregnancy  increases  the  risks  of  birth  defects  and 
developmental  problems.  Fetal  Alcohol  Syndrome  and  Fetal  Alcohol  Effects,  which 
can  result  from  alcohol  consumption  during  pregnancy,  are  leading  causes  of  birth 
defects  in  the  United  States.  Substance  abuse  prevention  and  treatment  initiatives 
improve  birth  outcomes  and  enhance  the  health  conditions  of  infants  and  children. 
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These  programs,  however,  lack  the  resources  for  meeting  existing  needs.  Women 
may  have  to  wait  up  to  three  weeks  before  space  is  available  in  a  detoxification 
program  and  up  to  four  months  for  residential  substance  abuse  treatment.11 

Recommendations 

•  Set  funding  for  programs  (e.g.:  WIC,  Healthy  Start,  Family  Planning, 
detoxification  programs)  at  levels  that  allow  them  to  realistically  meet  the 
need  for  services. 

•  Support  current  initiatives  aimed  at  developing  drug-free  residences  for 
parenting  women,  and  expanding  the  capacity  in  residential  services  to  care 
for  pregnant  and  post-partum  women  and  infants. 

Research 

Continued  assessment  of  the  differential  causes  and  impacts  of  poor  perinatal 
outcomes  among  racial  and  ethnic  groups  is  vital.  Several  studies,  thus  far,  have 
found  that  socioeconomic  status  partially  accounts  for  differences  in  low 
birthweight  among  black  and  white  infants.  Other  likely  determinants  associated 
with  socioeconomic  factors  include  delayed  access  to  adequate  prenatal  and 
postnatal  care,  acculturation,  and  the  environment  in  which  the  pregnancy  is 
carried  to  term.7 

In-depth  analyses  of  the  factors  that  influence  the  use  of  prenatal  care  services 
among  people  of  color  must  be  undertaken.  New  approaches,  such  as  providing 
poor  women  with  incentives  for  seeking  early  prenatal  care,8  have  been  proposed 
as  innovative  ways  to  cost-effectively  increase  prenatal  care  visits.  These 
strategies  should  be  explored  as  potential  alternatives  for  dealing  with  the 
incidence  of  poor  perinatal  outcomes. 

The  assessment  of  needs  among  residents  of  Massachusetts  will  be  most  effective 
when  it  is  based  on  knowledge  of  ethnic  and  cultural  differences.  Several  studies 
have  shown  variations  among  subgroups  of  Hispanics  and  blacks  in  health 
behaviors  and  risk  factors  for  poor  perinatal  outcomes.9 10    It  is  critical  to  collect 
detailed  ancestry  information  that  will  enable  the  differentiation  between  a 
diversity  of  ethnic  influences  and  cross-cultural  variations.  Overlooking  differences 
among  racial  and  ethnic  subgroups  results  in  ill-suited  policies,  inadequate 
identification  of  needs  and  wasted  resources. 

Recently,  the  Massachusetts  Department  of  Public  Health  revised  the  birth  and 
death  certificates  to  collect  more  detailed  information  on  race  and  ancestry.  This 
information  is  necessary,  given  that  maternal  risk  characteristics  and  perinatal 
outcomes  vary  by  ethnicity  and  ancestry.12  The  new  information  on  racial  and 
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ethnic  origin  will  enhance  the  Department's  ability  to  focus  policies  and  programs 
on  specific  high-risk  groups. 

Recommendations 

•  Further  examine  the  socioeconomic  and  medical  factors  that  influence  poor 
perinatal  outcomes. 

•  Explore  new  alternatives  for  reducing  the  incidence  of  poor  perinatal 
outcomes. 

•  Assess  the  political  and  social  implications  of  research  data  in  order  to 
minimize  potential  misinterpretation  and  misuse. 

•  Focus  attention  on  addressing  the  causes  of  detrimental  health  outcomes. 
Efforts  should  not  be  confined  solely  to  exposing  outcome  data. 

•  Ensure  that  race  and  ethnicity  information  are  reliably  recorded  cn 
on  the  revised  death  and  birth  certificates. 

Community  efforts 

In  Massachusetts,  community  health  centers  are  among  the  most  responsive 
components  of  the  prenatal  care  delivery  system.  The  centers  often  constitute  the 
primary  site  of  care  for  impoverished  pregnant  women.  Many  community  health 
centers  in  the  state,  however,  operate  with  limited  resources  and  often  find 
themselves  competing  for  staffing  and  funding  with  more  affluent  institutions. 
Neighborhood  health  centers  need  to  be  developed  and  expanded  so  that  they  can 
persist  in  providing  efficient  and  culturally  appropriate  care  to  those  communities  in 
need.  Grassroots  efforts  can  be  directed  at  lobbying  for  adequate  funding  and 
staffing  of  neighborhood  programs  that  educate,  counsel,  and  provide  obstetrical 
care  without  barriers  to  service.  Additionally,  individuals  indigenous  to  the 
communities  can  be  equipped  with  information  and  skills  that  allow  them  to 
provide  culturally  and  linguistically  appropriate  assistance  to  fellow  community 
members. 

Several  factors,  such  as  lack  of  transportation,  bureaucratic  procedures,  mothers' 
work  schedules,  unfamiliarity  with  existing  services,  and  multiple  social  and  family 
problems  constitute  barriers  to  care.  The  Perinatal  Community  Initiatives  Program 
(PCIP),  through  community-based  contracted  programs,  endeavors  to  minimize 
these  barriers  by  locating  pregnant  women  who  are  not  receiving  care;  providing 
culturally  and  linguistically  appropriate  education  about  the  importance  of  prenatal 
care;  providing  continuous  social  support  for  high  risk  women;  and  referring 
women  to  pertinent  prenatal  care  services  that  operate  with  a  minimum  of  financial 
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and  institutional  barriers  to  services.  The  PCIP  can  serve  as  a  prototype  for  similar 
projects  with  an  emphasis  on  neighborhood-based  outreach  efforts  that  involve 
active  participation  of  community  members  in  coordination  with  Iccal  health  and 
human  service  agencies. 

Recommendations 

•  Strengthen  advocacy  efforts  among  organizations  of  people  of  color  for 
additional  resources  for  locally-based  programs  that  provide  education  and 
services  to  women  and  children. 

•  Fund  and  implement  culturally  and  linguistically  appropriate  community- 
based  outreach  projects  that  are  staffed  by  community  residents  and 
technically  supported  by  the  state. 


As  the  Task  Force  on  Infant  Mortality  explains,  setting  in  motion  some  of  the 
measures  described  in  this  chapter  will  involve  significant  expenditure  by  the  state. 
However,  by  investing  now,  the  state  will  benefit  from  savirgs  in  the  long  run.  In 
1985,  the  Institute  of  Medicine  estimated  that  "every  dollar  :nvested  in  prenatal 
care  returns  more  than  three  dollars  in  averted  costs  for  caring  for  high  risk 
infants."8 
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MASSACHUSETTS  DEPARTMENT  OF  PUBLIC  HEAL  TH  INITIA  TIVES 

In  1984,  the  Massachusetts  Department  of  Public  Health  established  the  Infant 
Mortality  Task  Force  to  address  the  prevention  of  low  birthweight  and  infant 
mortality.  The  Task  Force's  directive  was  to  examine  disparities  in  perinatal 
outcomes  among  sociodemographic  groups,  and  to  generate  strategies  and 
recommendations  for  improving  poor  health  outcomes  among  groups  at  risk. 
Recommendations  from  the  Task  Force  have  been  pivotal  in  the  conception  and 
development  of  programs  that  focus  on  addressing  infant  mortality  and  poor  birth 
outcomes.  In  December  of  1989,  the  MDPH  reconvened  the  Infant  Mortality  Task 
Force  to  examine  the  state's  efforts  in  dealing  with  infant  mortality  and  poor 
perinatal  outcomes. 

The  Infant  Mortality  Task  Force,  in  its  latest  report,  Unfinished  Business:  Poverty, 
Race  and  Infant  Survival  in  Massachusetts,  identifies  several  programs  in 
Massachusetts  that  have  proved  to  benefit  women  at  high  risk. 8,11 

Healthy  Start  promotes  early,  comprehensive  and  continuous  care  for  low 
income,  uninsured  women  in  Massachusetts.  Program  staff  conduct  outreach 
and  advocacy  efforts,  and  provide  information  and  referral,  case  management, 
and  follow-up  for  enrolled  participants.  Since  its  inception  the  program  has 
served  more  than  32,000  low-income  women.  In  1988,  an  evaluation  of  the 
program  showed  that  Healthy  Start  reduces  low  birthweight  births  and 
premature  births  among  enrolled  women  when  compared  to  birth  outcomes  of 
similar  non-enrolled  women. 

Perinatal  Community  Initiatives  Program  promotes  and  funds  projects  to  improve 
birth  outcomes  in  high-risk  areas.  The  programs  are  culturally  and  linguistically 
tailored  to  the  needs  of  the  communities  and  the  clients  that  they  serve. 

Women,  Infants  and  Children  Supplemental  Food  Program,  Inc.  provides 
nutrition  education,  food  assistance  and  medical  referrals  to  eligible  pregnant 
women,  infants  and  young  children  at  nutritional  or  medical  risk.  The  program 
has  improved  birth  outcomes  for  women  at  risk. 

Prenatal  and  Pediatric  Primary  Care  Programs  offer  prenatal  care  in  34 
community  health  centers  located  throughout  the  state. 

Adolescent  Health  Care  Programs  provide  primary  care  to  young  women  and 
men,  and  special  services  to  pregnant  and  parenting  teens. 


a  Information  on  MDPH  programs  that  address  infant  mortality  was  obtained  from  the  report  Unfinished 
Business:  Poverty,  Race  and  Infant  Survival  in  Massachusetts.  These  programs  are  discussed  in  greater  detail  in 
the  mentioned  report. 
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Family  Planning  Programs  provide  medical,  educational  and  social  services  to 
help  people  of  child-bearing  age. 

Early  Intervention  Programs  provide  social,  educational,  and  therapeutic  services 
to  children  and  families  in  their  homes  and  in  community-based  programs.  The 
programs  target  infants  from  birth  to  three  years  of  age  who  are  at  established 
biological  or  environmental  risk  for  developmental  disabilities. 

Community-based  Support  Programs  for  High  Risk  Infants  and  Their  Families 
conduct  home  visits  by  nurses  to  high  risk  pregnant  women  and  to  families  of 
infants  at  risk  of  developmental,  neurological  or  physical  problems.  The 
programs  provide  guidance  and  support  to  women  who  are  coping  with 
pregnancy  under  difficult  circumstances.  The  programs  also  assist  families  who 
are  learning  to  care  for  an  infant  with  special  medical  or  developmental  needs. 

Failure  to  Thrive  Programs  identify  children  from  birth  to  age  six  who  are  not 
growing  as  they  should  because  of  severe  undernutrition.  The  programs 
evaluate  each  child  and  provide  services  including  referrals  to  nut  ition 
programs,  counseling,  intensive  case  management  and  follow-up  to  their 
families. 

The  Bureau  of  Substance  Abuse  Services  is  developing  detoxification  programs, 
alcohol  and  drug-free  residences,  and  day  treatment  services  for  pregnant 
and/or  parenting  women.  In  addition,  the  Bureau  plans  to  expand  the  capacity 
of  residential  services  to  care  for  pregnant  and  post-partum  women  and  their 
infants. 

Other  initiatives  not  discussed  in  Unfinished  Business:  Poverty,  Race  and  Infant 
Survival  in  Massachusetts  include: 

Massachusetts  Infant  Mortality  Strategy  (MIMSJ  is  a  community-based  model 
developed  to  investigate  and  characterize  medical  and  non-medical  factors 
associated  with  high  infant  mortality  rates  (IMR).  MIMS  will  establish  a  multi- 
disciplinary  Community  Advisory  Board  that  will:  1)  develop  a  model  for  the  rapid 
investigation  of  infant  mortality  in  communities  or  population  subgroups  with 
excessive  IMRs;  2)  pilot  the  model  in  an  area  with  excessive  IMR;  3)  identify  ways 
to  reduce  infant  mortality  that  can  be  implemented  at  the  state  and  local  levels; 
and;  4)  produce  written  materials  that  can  help  other  State  Public  Health 
Departments  develop  similar  initiatives. 
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Most  of  the  programs  mentioned  above  have  sustained  cuts  in  staff  and  state 
funds  and  are  experiencing  further  limitations  in  their  capacities  to  serve  people  in 
need.  The  WIC  program,  for  instance,  is  encountering  difficulties  in  meeting  the 
needs  of  all  eligible  women  and  children.  There  are  8,100  women  and  children 
eligible  for  the  WIC  program  who  are  on  a  waiting  list  for  services  because  of 
insufficient  funds  for  the  program. 
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MA  TERNAL  AND  INFANT  HEAL  TH  RESOURCE  LIST 


Massachusetts  Resources 


Adolescent  Health  Care  Programs 
Massachusetts  Department  of  Public  Health 
1  50  Tremont  Street,  3rd  Floor 
Boston,  MA  021 1 1 
(617)  727-0944 


Healthy  Start 
Office  of  Nutrition 

Massachusetts  Department  of  Public  Health 
1  50  Tremont  Street,  4th  Floor 
Boston,  MA  02111 
(800)  531-2229 


Bureau  of  Substance  Abuse  Services 
Massachusetts  Department  of  Public  Health 
1  50  Tremont  Street,  6th  Floor 
Boston,  MA  021 1 1 
(617)  727-1960 


Maternal  and  Infant  Health  Care  Programs 
Primary  Care  Division 

Massachusetts  Department  of  Public  Health 
1  50  Tremont  Street,  7th  Floor 
Boston,  MA  021 1 1 
(617)  727-2013 


Community-based  Support  Programs  for 
High  Risk  Infants  and  Their  Families 
Division  of  Early  Chile  hood  Intervention 
Massachusetts  Depai  cment  of  Public  Health 
150  Tremont  Street,  2nd  Floor 
Boston,  MA  021 1 1 
(617)  727-5089 


Prenatal  and  Pediatric  Primary  Care  Programs 
Primary  Care  Division 

Massachusetts  Department  of  Public  Health 
1  50  Tremont  Street,  7th  Floor 
Boston,  MA  021 1 1 
(617)  727-2013 


Early  Intervention  Programs 

Division  of  Early  Childhood  Intervention 

Massachusetts  Department  of  Public  Health 

1  50  Tremont  Street,  2nd  Floor 

Boston,  MA  021 1 1 

(617)  727-5089 

Failure  to  Thrive  Programs 

Division  of  Early  Childhood  Intervention 

Massachusetts  Department  of  Public  Health 

1  50  Tremont  Street,  2nd  Floor 

Boston,  MA  021 1 1 

(617)  727-5089 


Women,  Infants  and  Children  Supplemental 
Food  Program,  Inc. 
Massachusetts  WIC  Program 
Massachusetts  Department  of  Public  Health 
1  50  Tremont  Street,  3rd  Floor 
Boston,  MA  021  1 1 
(800)  WIC-1007 
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Selected  Chronic  Diseases 

(Among  Men  and  Women  Ages  45-64) 
Chapter  5 


Chronic  diseases  are  illnesses  that  develop  slowly,  have  a  prolonged  course,  and 
are  rarely  cured  completely.  In  many  cases  these  diseases  require  continuous 
monitoring  and  treatment.  The  most  common  chronic  diseases  in  Massachusetts 
are  heart  disease,  cancers,  stroke,  and  diabetes.1 

National  estimates  of  the  prevalence  of  cancers  and  other  major  chronic  diseases 
are  available  from  the  ongoing  Health  Interview  Survey  (HIS)  conducted  by  the 
National  Center  of  Health  Statistics.  State  estimates  of  the  prevalence  of  chronic 
diseases,  however,  are  not  provided  by  the  HIS.  For  this  reason,  this  chapter 
primarily  focuses  on  mortality  data  from  selected  chronic  diseases. 

The  incidence  of  chronic  diseases  increases  with  age.  In  Massachusetts,  the 
largest  racial  and  ethnic  disparity,  however,  lies  in  the  45  to  64  age  group.  This  is 
largely  due  to  the  fact  that  black  and  Hispanic  residents  of  the  state  constitute  a 
younger  age  group  than  white  residents  and,  thus,  are  under-represented  among 
residents  65  years  of  age  and  older.  This  chapter  addresses  the  racial  and  ethnic 
disparities  in  chronic  disease  risk  factors  and  deaths  among  residents  of  the  state 
between  the  ages  of  45  and  64." 


"  In  this  chapter,  estimated  ranges  of  rates  are  provided  for  Hispanics  because  there  are  no  reliable  statewide 
population  estimates  that  allow  for  the  calculation  of  specific  rates  by  ethnicity,  age  and  sex.  The  range  of  rates 
for  Hispanics  was  calculated  by  linear  interpolation  between  the  1980  U.S.  Census  count  for  Hispanics  in 
Massachusetts  and  the  projected  population  ranges  for  1990.  The  1980  age  and  sex  distribution  for  Hispanics 
in  Massachusetts  was  used  to  calculate  the  age  and  sex  distribution  of  an  upper  and  lower  bound  of  the  projected 
ranges  for  each  year.  These  rates  must  be  interpreted  with  caution  due  to  the  potential  imprecision  of  estimation 
procedures. 
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HEALTH  OUTCOMES 


Chronic  Disease  Deaths 

By  Race,  Ethnicity,  and  Gender 
Massachusetts:  1989 

.Age-Specif Ic  Rate  per  10,000  Population  (Ages  46-04) 
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Source: 

Registry  of  Vital  Records  and  Statistics 

Rates  for  Asians  not  calculated  due  to  small  tt 


Chronic  disease  deaths 

During  1989,  a  total  of  53,748  people  died  in  Massachusetts.  Heart  disease, 
cancers,  stroke,  and  diabetes  accounted  for  nearly  67%  of  these  deaths 
(approximately  36,000).  Black  residents,  particularly  black  males,  between  the 
ages  of  45  and  64  bear  the  brunt  of  illnesses  and  deaths  related  to  chronic 
diseases.  In  general,  the  rate  of  chronic  disease  deaths8  among  black  residents 
(75  per  10,000  population)  was  27%  higher  than  that  of  white  residents  (59  per 
10,000).  The  chronic  disease  death  rate6  among  Hispanic  residents  was  between 
21  and  35  per  10,000  population.  The  rate  of  chronic  disease  deaths  among 
Asian  residents  is  not  reported  because  of  small  numbers. 


'  Chronic  disease  deaths  with  causes  or  mentioned  conditions  related  to  diabetes,  osteoarthritis,  high  blood 
pressure,  stroke,  heart  diseases,  hypertensive  renal  diseases,  chronic  obstructive  pulmonary  disease,  asthma, 
hypertension,  and  obesity. 

b  An  estimated  range  of  rates  is  provided  for  Hispanics  because  there  are  no  reliable  statewide  population 
estimates  that  allow  for  the  calculation  of  specific  rates.  The  population  denominator  for  the  range  of  rates  was 
calculated  by  linear  interpolation  between  the  1980  U.S.  Census  count  for  Hispanics  in  Massachusetts  and  the 
projected  population  ranges  for  1 990.  The  1 980  age  and  sex  distribution  for  Hispanics  m  Massachusetts  was  used 
to  calculate  the  age  and  sex  distribution  of  the  upper  and  lower  bound  of  the  projected  ranges  for  each  year. 
These  rates  must  be  interpreted  with  caution  due  to  the  potential  imprecision  of  estimation  procedures. 
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Males.  Males  have  a  higher  death  rate  due  to  chronic  diseases  than  females.  Of 
all  racial  groups,  black  males  between  the  ages  of  45  and  64  had  the  highest 
chronic  disease  death  rate  (104  per  10,000  population)  during  1989.  White  males 
had  a  death  rate  of  77  per  10,000  population,  and  Hispanic  males  had  a  death  rate 
that  ranged  from  26  to  44  per  10,000  population.  There  were  14  deaths  due  to 
chronic  diseases  among  Asian  males  aged  45  to  64. 


Females.  Black  females  between  the  ages  of  45  and  64  had  a  death  rate  of  55  per 
10,000  population.  White  females  had  a  death  rate  of  44  per  10,000  population. 
Hispanic  females  had  a  death  rate  that  ranged  from  16  to  28  per  10,000 
population.  Unreliable  population  estimates  do  not  allow  for  the  calculation  of 
death  rates  for  Asian  residents.  Data  show  13  deaths  among  Asian  females,  aged 
45  to  64,  from  chronic  diseases. 
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Heart  disease 

Heart  disease  is  the 
leading  cause  of  death 
among  adults  in 
Massachusetts.  During 
1989,  17,799  people  in 
the  state  died  of  heart 
disease  (33%  of  all 
deaths). 


Heart  diseases  are 
classified  into  acquired  or 
congenital  disorders. 
Most  acquired  heart 
disorders  result  from 
behavioral  risk  factors, 
such  as  smoking,  high 
intake  of  alcohol,  diets 
high  in  cholesterol  and  saturated  fat,  obesity,  and  sedentary  lifestyles.  Acquired 
heart  disorders  can  also  result  from  illnesses,  such  as  tuberculosis,  rheumatic  fever 
and  from  some  viruses.  Congenital  disorders  are  those  that  result  from  inadequate 
development  of  the  heart. 

During  1989,  black  residents  of  Massachusetts  between  the  ages  of  45  and  64 
had  the  highest  heart  disease  death  rate  of  all  racial  and  ethnic  groups  in  the  state 
(280  per  100,000  population).  White  residents  had  a  death  rate  of  220  per 
100,000  population  and  Hispanic  residents  had  a  death  rate  that  ranged  from  85 
to  144  per  100,000  population. 

Males.  Overall,  males  have  a  higher  death  rate  due  to  heart  disease  than  females. 
During  1989,  black  males  between  the  ages  of  45  and  64  had  a  heart  disease 
death  rate  (391  per  100,000  population)  that  was  13%  higher  than  that  of  white 
males  (345  per  100,000  population).  The  death  rate  among  Hispanic  males  ranged 
from  112  to  191  per  100,000  population. 

Females.  Black  females  between  the  ages  of  45  and  64  had  a  higher  death  rate 
(199  per  100,000  population)  than  white  (1 1 1  per  100,000  population)  and 
Hispanic  females  (60  to  103  per  100,000  population). 


Heart  Disease  Deaths 

by  Race,  Ethnicity  and  Gender 
Massachusetts:  1989 

Age-Specific  Rata  par  100,000  Population  (Agea  45-64) 
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Cancer  deaths  in  Massachusetts 

Cancer  is  a  leading  cause  of  death  in  Massachusetts,  second  cnly  to  heart  disease. 
During  1989,  cancer  accounted  for  approximately  25%  of  all  deaths  in  the  state 
(13,592  deaths).8 


Cancer  Deaths 

By  Race  and  Gender 
Massachusetts:  1989 


-Age-Specilic  Rata  per  100,000  Population  (Agea  45-64) 
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Males.  Black  males  between  the  ages  of  45  and  64  had  the  highest  rate  of  deaths 
related  to  cancer  (464  per  100,000  population)  as  compared  to  white  males  (341 
per  100,000  population).6 

Females.  White  females  have  a  slightly  higher  rate  of  cancer  deaths  than  black 
females  (261  versus  252  per  100,000  population). 


a  There  are  two  major  sources  of  cancer  data  in  the  state:  1)  the  Massachusetts  Cancer  Registry,  which 
collects  and  reports  information  on  the  incidence  of  cancers,  and  2)  death  certificates,  which  collect  and  report 
information  on  all  deaths  including  cancers.  Although  incidence  is  a  better  measure  of  the  occurrence  of  cancer 
than  death  data,  racial  and  ethnic  information  are  not  consistently  made  available  to  the  Cancer  Registry  and,  thus, 
incidence  of  cancers  by  race  and  ethnicity  is  under-reported.  In  many  cases,  this  is  due  to  the  fact  that  health 
care  professionals  diagnosing  and/or  treating  cancers  do  not  routinely  collect  information  on  race  and  ethnicity. 
Mortality  data  are  thought  to  have  less  under-reporting  of  racial  and  ethnic  identifiers.  Thus,  mortality  data  are 
presented  in  this  chapter  to  depict  disparities  that  exist  by  race  and  ethnicity  in  the  incidence  of  cancer. 

b  In  this  section,  cancer  death  rates  are  not  reported  for  Hispanic  and  Asian  residents  due  to  the  small  number 
of  cases  and  possible  under-reporting. 
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Deaths  by  seven  major  cancer  sites 

In  Massachusetts,  the  leading  sites  of  cancer  are  lung,  colo-rectal,  breast, 
pancreas,  stomach,  ovaries,  and  the  esophagus.  Cancers  of  these  seven  sites 
account  for  approximately  60%  of  all  cancer  deaths  in  the  state. 


Lung  Cancer  Deaths 

By  Race  and  Gender 
Massachusetts:  1989 

Aga-Speclflc  Rat*  par  100,000  Population  (Agaa  46-64) 

200  i  


BlacK  Males        White  Males       Black  Females     White  Females 


Race  and  Gender 

Source-. 

Registry  of  Vital  Records  and  Statistics 

Rates  for  Hlspanlca  and  Aalans  not  calculated  due  to  small  or  unreliable  numbers 


Lung 

Lung  cancer  is  the  leading  cause  of  cancer  deaths  in  Massachusetts.  In  1989, 
lung  cancer  accounted  for  25%  of  all  cancer  deaths.  The  major  risk  factor  for 
developing  lung  cancer  is  cigarette  smoking.  Occupational  exposures  to  asbestos 
and  other  airborne  carcinogens,  such  as  nickel,  chrome  pigments  and  radon  gas, 
are  also  leading  risk  factors  for  the  disease. 


Males.  Among  males  between  the 
ages  of  45  and  64,  black  males  had 
the  highest  rate  of  lung  cancer  (168 
per  100,000  population)  as  compared 
to  white  males  (126  per  100,000 
population)  in  this  age  group. 


Females.  Among  females  between 
the  ages  of  45  and  64,  white  females 
had  a  higher  death  rate  due  to  lung 
cancer  (70  per  100,000)  than  black 
females  (53  per  100,000  population). 
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Colo-rectal 


Cancer  of  the  colo-rectal  system  is  the  second  most  common  type  of  cancer  in 
Massachusetts.  During  1989,  a  total  of  1,700  people  died  of  colo-rectal  cancer. 
The  major  risk  factors  for  developing  cancer  of  the  colon  and  rectum  are  diets  high 
in  saturated  fats  and  low  in  fiber,  alcohol  consumption,  particularly  beer,  and  a 
family  history  of  colo-rectal  cancer.2 


Colon  and  Rectum  Cancer  Deaths 

By  Race  and  Gender 
Massachusetts:  1989 

Age-Speclflc  Rate  per  100.000  Population  (Age*  46-64) 
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Males.  In  Massachusetts,  colo-rectal 
cancer  is  more  common  among  males 
than  females.  During  1989,  black 
males  between  the  ages  of  45  and  64 
had  a  death  rate  of  39  per  100,000 
population,  and  white  males  had  a 
death  rate  of  36  per  100,000 
population. 


Females.  Among  females,  black 
women  between  the  ages  of  45  and 
64  had  a  colo-rectal  death  rate  that 
was  nearly  twice  as  high  as  that  of 
white  women  (32  versus  18  per 
100,000  population). 
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Breast 

Breast  cancer  is  the 
second  leading  cause  of 
cancer  deaths  among 
women  in  Massachusetts. 
In  1989,  approximately 
9%  of  all  cancer  deaths  in 
the  state  (1,214  deaths) 
were  due  to  breast 
cancer.  Risk  factors  for 
breast  cancer  may  include 
obesity,  high  fat  diet,3 
late  age  at  first  childbirth, 
not  having  children,  oral 
contraceptives,  hormone 
replacement  prescribed  for 
menopausal  women,  and  a 
family  history  of  cancer. 


Breast  Cancer  Deaths 
By  Race 

Massachusetts:  1989 

Age-SpecHle  Rate  per  100,000  Population  (Ages  46-64)  
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Black  females  between  the  ages  of  45  and  64  had  a  higher  death  rate  due  to 
breast  cancer  than  white  females  (61  versus  57  per  100,00  population). 


Pancreas 


Pancreatic  cancer  is  the  fifth  leading  cause  of  cancer  deaths  in  the  state. 
The  major  risk  factors  for  developing  pancreatic  cancer  are  smoking,  diabetes, 
coffee  consumption,  and  a  high  fat  diet. 


Males.  Black  males  between  the  ages 
of  45  and  64  had  a  slightly  higher 
death  rate  due  to  cancer  of  the 
pancreas  (22  per  100,000)  than  white 
males  (19  per  100,000  population)  in 
this  age  group. 


Females.  White  females  between  the 
ages  of  45  and  64  had  a  death  rate 
due  to  cancer  of  the  pancreas  that 
was  three  times  that  of  black  females 
in  the  state  (12  versus  4  per  100,000 
population). 
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Stomach 

The  major  risk  factor  for  developing  stomach  cancer  is  the  consumption  of  cured 
foods  containing  nitrate  or  nitrite  and  smoked  or  pickled  foods.  Other  risk  factors 
include  occupational  exposure  to  asbestos  and  diseases  of  the  stomach,  such  as 
pernicious  anemia. 


Males.  In  Massachusetts,  stomach 
cancer  is  more  common  among  males 
than  females.  During  1989,  white 
males  between  the  ages  of  45  and  64 
had  a  death  rate  of  13  per  100,000 
population,  and  black  males  had  a 
death  rate  of  11  per  100,000 
population. 


Females.  Among  females,  black 
women  between  the  ages  of  45  and 
64  had  a  death  rate  that  was  two 
times  higher  than  that  of  white 
women  (8  versus  4  per  100,000 
population). 


Ovaries 

Ovarian  cancer  is  the  seventh  leading  cause  of  cancer  deaths  in  Massachusetts.  It 
accounts  for  approximately  6%  of  all  cancer  deaths  in  the  state.  The  major  risk 
factor  for  cancer  of  the  ovaries  is  not  giving  birth.  Other  risk  factors  include  early 
onset  of  menstruation,  obesity,  late  age  at  menopause,  and  estrogen  replacement 
therapy.  The  incidence  of  ovarian  cancer  increases  steadily  with  age  and  is  highest 
among  women  between  the  ages  of  75  and  84. 

White  females  between  the  ages  of  45  and  64  had  a  death  rate  due  to  cancer  of 
the  ovaries  42%  higher  than  that  of  black  females  (17  versus  12  per  100,000 
population). 
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Esophagus 

Cancer  of  the  esophagus  is  linked  with  tobacco  use  and  excessive  alcohol 
consumption.  The  risk  of  developing  esophageal  cancer  increases  if  a  person  both 
drinks  and  smokes.  The  age-specific  death  rate  of  esophageal  cancer  among  45  to 
64  year  old  black  residents  was  three  times  higher  than  that  among  white 
residents  in  this  age  group  (21  versus  7  per  100,000  population). 


Esophageal  Cancer  Deaths 

By  Race  and  Gender 
Massachusetts:  1989 


Age-Specltic  Rate  per  100,000  Population  (Age*  46-64) 
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Males.  Black  males  between  the  ages 
of  45  and  64  had  a  death  rate  due  to 
esophageal  cancer  that  was  more 
than  two  times  that  of  white  males  in 
this  age  group  (28  versus  13  per 
100,000  population). 


Females.  The  death  rate  for  black 
women  between  the  ages  of  45  and 
64  was  8  times  that  of  white  females 
in  this  age  group  (16  versus  2  per 
100,000  population). 
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Other  Chronic  Diseases  in  Massachusetts 
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Stroke 

Stroke  or  cerebrovascular 
disease  is  the  third  leading 
cause  of  chronic  disease 
deaths  in  Massachusetts. 
During  1989,  stroke  was 
the  underlying  cause  in 
3,430  deaths.  Hyper- 
tension is  the  major  risk 
factor  for  stroke.4  Other 
risk  factors  include 
diabetes,  alcohol 
consumption,  and  high 
blood  cholesterol. 

In  Massachusetts,  black 
residents  between  the 
ages  of  45  and  64  had  a 
rate  of  stroke  deaths  (56  per  100,000  population)  that  was  more  than  two  times 
higher  than  that  of  white  residents  (23  per  100,000  population).  Hispanic 
residents  had  a  death  rate  that  ranged  from  17  to  30  per  100,000  population. 
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Males.  Black  males  between  the  ages 
of  45  and  64  had  a  death  rate  due  to 
stroke  (84  per  100,000  population) 
that  was  over  three  times  that  of 
white  males  (26  per  100,000 
population).  Hispanic  males  between 
the  ages  of  45  and  64  had  a  death 
rate  that  ranged  from  21  to  36  per 
100,000  population.  There  were  no 
stroke  deaths  reported  among  Asian 
males  in  1989. 


Females.  Black  females  between  the 
ages  of  45  and  64  had  a  death  rate 
(36  per  100,000)  that  was  71% 
higher  than  that  of  white  females  (21 
per  100,000  population).  Hispanic 
females  had  a  rate  that  ranged  from 
14  to  24  per  100,000  population. 
There  were  two  stroke  deaths  among 
Asian  females  in  the  state. 


94     SELECTED  CHRONIC  DISEASES 


Diabetes  Me  Hit us 

Diabetes  Mellitus  is  a 
disease  of  the  pancreas 
characterized  by  an 
imbalance  in  the 
concentration  of  glucose 
in  the  blood.  The  disease 
is  caused  by  an 
impairment  or  deficiency 
in  insulin  production. 
The  prevalence  of 
diabetes  increases  with 
age  and  is  higher  among 
females  than  males.  Non 
insulin-dependent  diabetes 
(Type  II),  the  most 
common  form  of  diabetes, 
is  usually  issociated  with 
obesity  and  in  many  cases  can  be  controlled  with  diet  and  exercise.  Insulin- 
dependent  diabetes  (Type  I)  is  characterized  by  severe  insulin  deficiency.  If  Type  I 
or  Type  II  diabetes  is  left  uncontrolled,  the  disease  can  lead  to  serious 
complications  including  heart  failure,  stroke,  and  coma.  Diabetes  is  also  the 
leading  cause  of  blindness. 

In  Massachusetts,  diabetes  was  the  underlying  condition  in  1,339  deaths  during 
1989.  Black  residents  between  the  ages  of  45  and  64  had  a  slightly  higher  rate 
(24  per  100,000  population)  than  that  of  white  residents  (22  per  100,000 
population).  Hispanic  residents  had  a  rate  that  ranged  from  12  to  21  per  100,000 
population. 
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Males.  Among  males  between  the 
ages  of  45  and  64,  the  rate  of  deaths 
with  diabetes  as  an  underlying 
condition  was  highest  among  white 
males  (28  per  100,000  population). 
Black  males  had  a  rate  of  6  per 
100,000  population  and  Hispanic 
males  had  a  rate  that  ranged  from  16 
to  27  per  100,000  population.  There 
were  no  diabetes-related  deaths 
reported  among  Asian  males. 


Females.  Black  females  between  the 
ages  of  45  and  64  had  a  rate  (36  per 
100,000  population)  that  was  more 
than  twice  than  that  of  white  females 
(15  per  100,000  population). 
Hispanic  females  had  a  rate  that 
ranged  from  9  to  1  6  per  100,000 
population.  There  were  no  diabetes- 
related  deaths  among  Asian  females 
during  1989. 
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Summary 

•  Health  outcomes  differ  by  race,  ethnicity,  and  gender.  Overall,  however, 
black  males  between  the  ages  of  45  and  64  have  the  highest  rate  of  deaths 
due  to  heart  disease  and  stroke. 

•  During  1989,  black  males  between  the  ages  of  45  and  64  had  the  highest 
death  rates  of  lung,  colon,  pancreas,  and  esophageal  cancers.  White  males 
had  a  higher  death  rate  due  to  stomach  cancer. 

•  Lung  cancer  is  the  leading  cause  of  cancer  deaths  in  Massachusetts. 

•  The  largest  racial  disparity  in  cancer-related  deaths  between  black  and  white 
residents  of  the  state  is  due  to  cancer  of  the  esophagus. 

•  Among  females,  black  females  had  higher  death  rates  for  cancers  of  the 
breast,  colon,  stomach,  and  esophagus.  White  females  had  a  higher  death 
rate  due  to  pancreatic,  lung  and  ovarian  cancers. 


Black  females  between  the  ages  of  45  and  64  had  the  highest  rate  of 
diabetes-related  deaths  during  1989. 
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RISK  FACTORS 

Much  of  the  chronic  disease  burden  is  preventable  through  the  modification  and 
reduction  of  behavioral  risk  factors.  Some  of  these  risk  factors  include  smoking, 
alcohol  consumption,  diets  high  in  saturated  fat,  sedentary  lifestyles,  and 
occupational  exposure  to  carcinogens.  In  most  cases  these  risk  factors  interact  to 
compound  the  potential  of  developing  chronic  diseases.  The  Chronic  Disease 
Surveillance  Program  of  the  Massachusetts  Department  of  Public  Health  collects 
information  on  a  number  of  these  risk  factors  for  the  development  and  targeting  of 
prevention  efforts  to  people  at  high  risk.  The  racial  and  ethnic  disparities  in  the 
prevalence  of  some  of  these  risk  factors  are  discussed  below. 

High  blood  pressure 

High  blood  pressure  is  a 
leading  contributor  to 
strokes,  heart  attacks, 
congestive  heart  failure, 
coronary  heart  disease, 
kidney  disease  and 
arteriosclerosis.  It  usually 
appears  after  the  age  of 
30  and  is  uncommon 
among  children  and 
adolescents.  Although 
there  is  no  cure  for  high 
blood  pressure  the  risk  of 
developing  the  fatal  and 
non-fatal  complications  of 
the  disease  can  be 
effectively  reduced  with  a 

combination  of:  reduced  sodium  in  the  diet;  low  consumption  of  alcohol  and 
saturated  fats;  adequate  exercise;  maintenance  of  a  body  weight  that  is 
appropriate  for  the  person's  height  and  weight;  and  medication. 
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Among  respondents  to  the  Massachusetts  Health  Interview  Survey,8  a  larger 
percentage  of  black  (22%)  than  white  (18%)  or  Hispanic  respondents  (15%) 
reported  having  been  diagnosed  with  high  blood  pressure. 

A  slightly  larger  percentage  of  females  (18%)  than  males  (17%)  reported  having 
hypertension.  The  higher  prevalence  of  high  blood  pressure  among  black  residents 
of  Massachusetts  may  account,  in  part,  for  the  higher  incidence  of  stroke  deaths 
among  black  residents  of  the  state. 

Smoking 

Cigarette  smoking  is  the  major  preventable  cause  of  death  in  the  United  States.5 
Smoking  poses  a  serious  risk  factor  for  developing  cancers  (especially  lung  cancer), 
heart  disease,  and  poor  birth  outcomes  among  pregnant  women  (i.e.,  low 
birthweight,  miscarriage,  premature  birth,  and  prenatal  death).  The  Massachusetts 
Plan  for  Non-smoking  and  Health  reports  that  cigarette  smoking  is  responsible  for 
8,500  deaths  each  year.  According  to  the  report  Massachusetts  Health  Risk 
Behaviors.  1986  &  1987,  every  55  minutes  someone  in  Massachusetts  dies  from 
smoking-related  illnesses.6 

The  MHIS  found  that  a  larger  percent  of  black  respondents  (33%)  reported 
smoking  one  or  more  packs  of  cigarettes  a  day  in  comparison  to  white  (28%)  or 
Hispanic  respondents  (20%). 

Dietary  fat  risk 

An  excess  of  dietary  fatb  increases  blood  cholesterol  level  and  is  associated  with 
breast  and  colon  cancer.  More  black  (61%)  and  Hispanic  respondents  (53%) 
reported  consuming  a  higher  number  of  saturated  fat  foods  than  white  respondents 
(47%). 


*  The  Massachusetts  Health  Interview  Survey  (MHIS)  is  a  statewide  telephone  interview  that  examines  health 
conditions  and  behavioral  risk  factors  among  residents  of  the  state.  In  1988,  3,232  adults  were  surveyed.  The 
sample  was  selected  through  a  random  digit  dialing  procedure.  Black  and  Hispanic  residents  were  over-sampled 
in  an  effort  to  obtain  enough  data  to  make  meaningful  comparisons  with  white  residents.  Numbers  reported  from 
the  MHIS  are  weighted  to  reflect  population  size. 

b  Foods  high  in  saturated  fats  include  fried  or  breaded  foods,  fatty  meats  (i.e.,  bacon,  sausage,  hamburger, 
luncheon  meats),  ice  cream,  high  fat  deserts  (i.e.,  pies,  pastries,  donuts)  and  snack  foods  (i.e.,  potato  chips,  corn 
chips,  nuts,  or  candy  bars). 
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Obesity 

Obesity,  the  excessive 
accumulation  of  body  fat, 
is  primarily  the  result  of  an 
imbalance  between 
caloric  intake  and  physical 
activity.  Obesity  is  a 
major  risk  factor  for 
diabetes,  heart  disease, 
abnormalities  in  pulmonary 
function,  and  stroke.  An 
individual  is  considered 
obese  if  his  or  her  weight 
is  20%  above  their 
desirable  weight.8 
The  desirable  weight  is 
determined  from  height 
and  weight  tables 
developed  by  the  Metropolitan  Life  Insurance  Company.7 

Obesity  varied  by  race  and  ethnicity.  Height  and  weight  data  from  the  MHIS  show 
that  a  larger  percent  of  black  (16%)  and  Hispanic  respondents  (13%)  were  40% 
overweight  or  more,  in  comparison  to  white  respondents  (9%).  The  MHIS  found 
that  people  who  were  20%  overweight  and  over  were  5  times  more  likely  to  report 
having  diabetes  (16%)  than  people  who  were  not  overweight  (3%).  These 
numbers  and  the  figure  above  illustrate  the  parallels  between  the  prevalence  of 
diabetes  and  obesity  by  race  and  ethnicity. 

High  cholesterol 

High  blood  cholesterol  has  been  established  as  a  major  risk  factor  for 
cardiovascular  disease.8  The  MHIS  found  that  21%  of  black,  19%  of  Hispanic 
and  17%  of  white  respondents  reported  having  a  high  risk  cholesterol  level  (above 
240  mg/dl). 

Cholesterol  testing  is  an  important  first  step  toward  preventing  high  blood 
pressure,  stroke,  heart  disease,  and  other  chronic  diseases.  The  MHIS  found  that 
black  (60%)  and  Hispanic  respondents  (60%)  were  more  likely  to  report  never 
having  had  their  cholesterol  measured  than  white  respondents  (49%). 
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"  Twenty  percent  is  a  conventional  percentage  for  determining  obesity.  The  practicality  of  this  cutoff, 
however,  has  been  disputed. 
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Multiple  risk  factors 

Multiple  risk  behaviors  increase  the  likelihood  of  developing  chronic  diseases.  An 
analysis  of  seven  risk  factors  showed  slight  variation  in  prevalence  by  race  and 
ethnicity:  34%  of  black  respondents,  31%  of  white  and  27%  of  Hispanic 
respondents  reported  having  three  risk  factors  or  more.  The  risk  factors  were:  high 
cholesterol,  high  blood  pressure,  sedentary  lifestyle,  overweight,  smoking,  and  high 
consumption  of  dietary  fat  and  alcohol. 

Summary 

•  Black  respondents  to  the  MHIS  had  a  higher  prevalence  of  risk  factors  for 
the  development  of  chronic  diseases,  including  high  blood  pressure, 
smoking,  obesity,  high  fat  diets,  and  high  cholesterol,  than  white  or  Hispanic 
respondents. 

•  Black  and  white  respondents  were  more  likely  to  be  current  smokers  at  the 
time  of  the  interview  than  Hispanic  respondents. 

•  A  slightly  higher  percentage  of  black  respondents  to  the  MHIS,  in 
comparison  to  white  and  Hispanic  respondents,  reported  engaging  in  multiple 
risk  behaviors  that  constitute  risk  factors  for  developing  chronic  diseases. 
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SERVICE  UTILIZA  TION 

The  Division  of  Chronic  Disease  Prevention  has  developed  programs  for  the 
prevention  of  heart  disease,  cancer,  stroke,  and  diabetes  and  its  complications. 
These  programs  direct  their  services  at  high  risk,  underserved  populations  of 
Massachusetts.  Data  obtained  through  these  programs  allow  the  Division  to 
examine  how  effectively  it  is  meeting  the  needs  of  high-risk  groups  in  the  state. 
Some  of  these  programs  are  discussed  below  and  include  the  For  Your  Heart 
Program  (the  Massachusetts  Blood  Pressure  Challenge  and  the  Massachusetts 
Cholesterol  Challenge),  and  the  Diabetes  Control  Program. 

For  Your  Heart  Program 

During  1989,  the  Division 
of  Chronic  Disease 
Prevention  initiated  the 
"For  Your  Heart"  program 
to  develop  activities  that 
assess  and  improve 
cardiovascular  health. 
These  activities  included 
an  annual  cholesterol 
screening  and  information 
campaign,  and  a  high 
blood  pressure  control 
program. 

Massachusetts  Cholesterol 
Challenge 


This  program  offers  free  cholesterol  screening  to  residents  of  the  state. 
The  program  provides  information  and  educational  packets  to  health  professionals 
for  community  education,  and  provides  cholesterol  screening  machines  and 
educational  material  to  agencies  that  agree  to  offer  free  cholesterol  screening  to 
people  of  color.  In  1989,  the  program  offered  cholesterol  screening  to  4,007 
people  in  the  state.  White  residents  comprised  77%  of  those  screened,  black 
residents  comprised  8%,  and  Hispanic  residents  comprised  6%. 

Massachusetts  Blood  Pressure  Challenge 

This  program  is  one  of  the  major  components  of  the  "For  Your  Heart"  initiative. 
The  program  conducts  screening  for  high  blood  pressure  among  adult  volunteers  at 
work  sites  and  at  community-based  risk  factor  reduction  programs.  In  addition  to 
testing  for  high  blood  pressure,  the  program  provides  information  to  participants 


"Massachusetts  Cholesterol  Challenge" 

Composition  by  Race  and  Ethnicity 
Massachusetts:  1989 

Black.  8% 

  (n«3l7) 


Sourc  e: 

Division  of  Chronic  Disease  Prevention 


SELECTED  CHRONIC  DISEA SES   1 0 1 


about  the  risk  factors  for  high  blood  pressure,  heart  disease,  and  stroke.  Through 
sixteen  community  agencies  and  twelve  work  sites,  a  total  of  1,833  people 
received  information  and  were  screened  for  high  blood  pressure  during  1989. 
Among  those  who  volunteered  for  the  screening,  white  participants  accounted  for 
91%,  Hispanic  participants  accounted  for  5%,  and  black  participants  accounted  for 
approximately  2%. 

Diabetes  Control  Program 

The  Massachusetts  Diabetes  Control  Program  offers  activities  aimed  at  reducing 
morbidity  and  mortality  associated  with  diabetes  mellitus  and  its  complications. 
These  activities  include  free  testing  for  diabetes  offered  at  community  sites  across 
the  state.  The  screening  programs  work  closely  with  local  physicians  to  provide 
care  for  those  people  who  lack  primary  care  providers  and  make  referrals  to  health 
care  providers  when  necessary.  The  program  has  screened  a  total  of  4,138  people 
in  Massachusetts  since  1987  through  170  eye  screening  sites.  Of  those  screened, 
88%  were  white,  7%  were  black,  and  3%  were  Hispanic. 

Hospitaliza  tions 

Adequate  medical  care  can  decrease  the  incidence  and  fatal  consequences  of 
chronic  diseases.  During  1988,  the  rate  of  hospital  discharges  among  black 
residents  between  the  ages  of  45  and  64  was  slightly  higher  than  that  of  white 
residents  (80  versus  70  per  1,000  population).  The  rate  for  Hispanic  residents  in 
this  age  group  ranged  from  33  to  54  per  1,000  population. 

Summary 

•  Hispanic  and  black  residents  comprise  two  to  six  percent  of  all  participants 
in  programs  developed  to  reduce  chronic  diseases  in  Massachusetts. 

•  Black  residents  were  hospitalized  for  treatment  of  chronic  diseases  at  a 
higher  rate  than  white  residents.  Hispanic  residents  were  hospitalized  at  a 
lower  rate  than  white  residents. 
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DISCUSSION  AND  RECOMMENDA  TIONS 

Chronic  diseases  account  for  more  than  half  of  all  deaths  in  Massachusetts. 
During  1989,  diseases  of  the  heart  alone  comprised  approximately  33%  of  all 
deaths  in  the  state.  Among  Massachusetts  residents,  black  residents  bear  the 
brunt  of  chronic  illnesses.  Black  males  run  the  highest  risk  of  developing  and  dying 
from  heart  disease,  cancer,  and  stroke.  The  prevalence  of  risk  factors  among  black 
residents  of  the  state  suggests  that  without  targeted  programs,  the  disparities  in 
health  outcomes  between  black  and  white  residents  of  the  state  will  continue  to 
grow.  Using  information  obtained  from  this  chapter  and  from  current  literature  in 
the  field,  the  following  section  presents  strategies  for  curtailing  the  incidence  and 
prevalence  of  chronic  diseases. 

Prevention 

Service  utilization  data  from  this  chapter  show  that  the  number  of  black  and 
Hispanic  participants  in  prevention  programs  is  small,  considering  the  high 
prevalence  of  chronic  diseases  among  these  residents  of  the  state.  The  small 
number  of  people  of  color  receiving  preventive  intervention  can  be  partly  attributed 
to  the  fact  that  many  people  of  color  do  not  contact  health  care  providers  until  late 
in  the  development  of  a  disease9  when  prevention  efforts  have  less  of  an  impact. 
Reasons  for  the  late  entry  into  the  health  care  system  include:  lack  of 
transportation;  lack  of  health  insurance  or  lack  of  reimbursement  from  insurance 
companies  for  the  use  of  preventive  services;  absence  of  culturally  sensitive 
providers;  a  lack  of  culturally  relevant  health  care  interventions;  and  a  sense  of 
fatalism  about  diseases,  such  as  cancer.  The  notion  that  a  diagnosis  of  cancer  is  a 
death  sentence,  for  example,  may  hinder  people  from  receiving  preventive  services, 
early  diagnosis,  and  treatment. 

Steps  must  be  taken  by  health  care  providers  and  health  care  policy  makers  to 
ensure  that  people  of  color  receive  timely  preventive  health  care.  Adequate 
information  about  the  benefits  of  early  diagnosis  and  treatment  of  cancer  and  other 
chronic  diseases  may  increase  the  use  of  health  care  services. 

Recommenda  tions : 

•  Health  service  agencies  need  to  generate  interventions  to  draw  people  of 
color  into  the  health  care  system  well  before  a  disease  develops. 

•  Insurance  companies  should  develop  reimbursement  policies  for  the  cost  of 
prevention  services. 
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•  Health  care  providers  should  take  the  opportunity  to  provide  preventive 
services  during  acute  illness  or  injury  interventions,  given  that  some 
individuals  may  only  contact  health  care  providers  when  in  need  of  these 
services. 

•  Design  and  implement  outreach  programs  that  target  communities  of  color 
with  awareness  and  educational  campaigns  that  are  culturally  and 
linguistically  appropriate. 

Delivering  prevention  services 

Prevention  efforts  before  a  disease  develops  can  dramatically  reduce  morbidity  and 
mortality.  The  role  of  health  professionals  needs  to  go  beyond  the  treatment  of 
disease  to  the  prevention  of  disease  by  encouraging  patients  to  change  personal 
health  habits.  While  some  studies  have  shown  the  benefits  of  preventive 
services,10,11  other  studies  report  that  health  care  providers  often  fail  to  provide 
such  services.12  Simple,  yet  effective  prevention  services  were  obtained  from  a 
review  of  clinical  interventions13  and  include: 

•  measuring  height  and  weight  for  all  children  and  adults  periodically  to 
determine  if,  and  how  much,  they  deviate  from  their  desirable  weight; 

•  advising  overweight  patients  on  the  risks  that  obesity  poses  for  the 
development  of  heart  disease,  stroke,  and  diabetes; 

•  measuring  cholesterol  levels  periodically,  and  counseling  all  patients  on  the 
risks  of  smoking,  consuming  alcohol  and  diets  high  in  saturated  fats; 

•  informing  patients  of  the  benefits  of  exercise  for  preventing  diseases,  and 
measuring  blood  pressure  regularly  in  all  persons  aged  3  and  above. 

A  large  number  of  prevention  activities  lie  outside  the  realm  of  direct  health 
services.  Cigarette  smoking,  for  instance,  is  the  principal  preventable  cause  of 
chronic  disease  death  in  the  United  States.14  Despite  the  fact  that  the  sale  of 
cigarettes  to  minors  in  Massachusetts  is  illegal,  a  1987  cross-sectional  study 
reported  that  retail  stores  in  Massachusetts  were  identified  as  the  source  for 
cigarettes  for  almost  two-thirds  (62%)  of  students  who  reported  smoking,  and 
vending  machines  were  identified  as  the  source  for  another  18  percent.  State  and 
local  governments  need  to  enforce  existing  legislation  that  restricts  the  sale  of 
tobacco  to  minors. 

Tobacco  companies  spend  2  billion  dollars  annually  to  promote  cigarette 
smoking.15  People  of  color  have  increasingly  become  the  target  of  advertising, 
not  only  for  tobacco  products,18  but  for  alcohol  and  fast  foods  as  well. 
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Aggressive  health  promotion  strategies  need  to  educate  and  empower  communities 
of  color  to  counteract  the  effects  of  concentrated  advertising  campaigns  waged  by 
alcohol,  tobacco,  and  fast  food  companies. 

Recommendations: 

•  Establish  and/or  develop  community-based  programs  that  work  with 
neighborhood  stores,  advertisers,  and  community  leaders  to  promote  and 
facilitate  positive  health  habits  and  behaviors  among  community  members. 

•  Ban  cigarette  vending  machines  in  order  to  curtail  the  purchasing  of 
cigarettes  by  minors. 

•  Ban  all  advertising  for  alcoholic  beverages  and  cigarettes  that  misleadingly 
associate  these  substances  to  health  and  vigor. 

•  Use  economic  incentives  and  dis-incentives,  such  as  decreasing  health 
insurance  premiums  for  non-smokers,  and  increasing  taxation  of  tobacco 
products,  to  curtail  the  incidence  and  prevalence  of  cigarette  smoking. 

•  Use  revenues  from  increased  taxation  of  tobacco  and  alcohol  products  to 
develop  health  education  campaigns  that:  a)  create  awareness  of  the  risks 
associated  with  alcohol  and  tobacco  use,  b)  encourage  smoking  cessation 
and  treatment  for  alcohol  and  other  drug  dependence,  and  c)  promote 
healthy  lifestyles. 

Education 

Education  campaigns  need  to  create  awareness  of  the  grave  health  risks  posed  by 
cigarette  smoking,  alcohol  consumption  and  diets  high  in  saturated  fats.  School- 
based  health  education  has  been  proven  effective  in  creating  awareness  of  health 
hazards  and  in  changing  attitudes  and  practices.  It  appears,  however,  that  only  a 
small  percentage  of  school  children  receive  quality  health  education. 

Education  campaigns  must  enhance  awareness  of  the  individual's  role  as  primary 
effector  of  behaviors  that  influence  risks  for  developing  chronic  diseases.  Personal 
commitments  to  changes  in  lifestyle,  however,  are  often  hampered  by  social 
environments  that  work  against  people's  best  intentions.  Thus,  at  a  community 
level,  education  campaigns  need  to  promote  culturally-based  approaches  to 
accompany  personal  initiatives  aimed  at  improving  health  status.  These 
approaches  may  necessitate  addressing  socio-cultural  norms  among  the  community 
that  are  related  to  risk  factors,  such  as  smoking,  consumption  of  alcohol,  and 
consumption  of  diets  high  in  saturated  fats. 
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Recommendations: 

•  The  Massachusetts  Department  of  Education,  the  Massachusetts 
Department  of  Public  Health,  school  boards,  teachers  and  parents  need  to 
collaborate  in  the  development  and  implementation  of  quality  school-based 
health  education  that  addresses  the  risks  posed  by  smoking,  alcohol 
consumption,  and  diets  high  in  saturated  fats. 

•  Public  service  announcement  campaigns  need  to  promote  healthy  diets 
among  people  of  color  to  counteract  the  targeted  marketing  of  fast  foods  to 
these  populations. 

•  Educational  campaigns  must  promote  the  individual's  sense  of  control  over 
risk  factors  that  influence  the  development  of  chronic  diseases  by 
delineating  the  connection  between  behaviors,  such  as  smoking  and  poor 
health  outcomes. 

•  Educational  campaigns  need  to  promote  a  sense  of  community  and  a  shared 
vision  among  community  members  to  facilitate  and  sustain  positive  changes 
in  lifestyle. 

Research 

The  mechanisms  that  influence  the  disparities  in  health  outcomes  between  black, 
Hispanic,  and  white  populations  are  complex  and  overlapping.  These  mechanisms 
include  differences  in  socioeconomic  status,  socio-cultural  norms,  biological 
factors,  and  social  networks.17  Further  research  is  necessary  to  untangle  the 
web  of  causation  among  these  factors. 

The  Health  and  Human  Services  Secretary's  Task  Force  on  Minority  Health  points 
out  that  more  minority  professionals  are  needed  in  the  research  field.  These 
professionals  can  develop  research  and  interpret  research  findings  within  culturally 
appropriate  frameworks.  Strategies  for  attracting  minority  professionals  into 
research  need  to  be  developed  with  direct  and  ongoing  support  from  people  of 
color  in  the  health  profession. 

Data  collection 

The  assessment  of  needs  among  residents  of  Massachusetts  will  be  most  effective 
when  it  is  based  on  knowledge  of  ethnic  and  cultural  differences.  It  is  critical  to 
collect  detailed  ancestry  information  that  will  enable  the  differentiation  between  a 
diversity  of  ethnic  influences  and  cross-cultural  variations.  Overlooking  these 
differences  among  races  and  ethnic  subgroups  results  in  ill-suited  policies, 
inadequate  identification  of  needs,  and  wasted  resources. 
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The  Massachusetts  Department  of  Public  Health  recently  developed  and  mandated 
the  implementation  of  a  standard  for  collecting  information  on  race  and  ancestry. 
All  new  data  collection  forms  will  include  questions  on  race  and  ancestry.  The 
new  information  on  racial  and  ethnic  origin  will  enhance  the  Department's  ability  to 
target  policies  and  programs  at  specific  high-risk  groups. 

Recommenda  tions: 

•  Develop  mechanisms  for  attracting  people  of  color  into  the  research  field. 

•  Emphasize  the  importance  of  collecting  information  on  racial  and  ethnic 
origin  for  developing  culturally  appropriate  prevention  and  treatment 
interventions. 

•  Strongly  urge  comprehensive  collection  and  reporting  of  racial  and  ethnic 
information  by  health  care  professionals  at  hospitals  and  other  health  care 
facilities  where  chronic  diseases,  particularly  cancers,  are  diagnosed  and/or 
treated. 

•  Expedite  implementation  of  the  newly  developed  Department  standard  for 
gathering  race  and  ancestry  data  in  MDPH  programs.  The  standard 
differentiates  between  18  major  ethnic  groups  and  five  major  racial  groups  in 
Massachusetts. 
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MASSA  CHUSETTS  DEPARTMENT  OF  PUBLIC  HEAL  TH INITIA  TIVES 
Massachusetts  Elderly  Diabetes  Education  Program 

The  Massachusetts  Department  of  Public  Health,  working  closely  with  a  number  of 
other  institutions"  has  established  the  Massachusetts  Elderly  Diabetes  Education 
Program.  The  project  will  develop,  implement,  and  evaluate  a  series  of  health 
education  and  training  initiatives  to  increase  the  detection  of  symptoms  associated 
with  diabetes  and  encourage  service  utilization  among  people  of  color  of  the  state. 

Community-based  agencies 

The  Division  of  Chronic  Disease  Prevention  of  the  Massachusetts  Department  of 
Public  Health  funds  community-based  agencies  to  develop  and  implement  model 
programs  that  promote  risk  reduction  among  communities  of  color  and  low  income 
populations.  The  major  goals  of  these  programs  are  to:  identify  people  at  high  risk 
for  developing  chronic  diseases;  implement  culturally  and  linguistically  relevant 
outreach  and  educational  approaches  to  attract  participants  into  the  progr  jms;  and 
develop  and  implement  agendas  that  motivate,  facilitate,  and  maintain  behavioral 
change  among  program  participants. 


1  The  Boston  University  School  of  Public  Health,  the  Massachusetts  Executive  Office  of  Elder  Affairs,  the 
Boston  Commission  on  Affairs  of  the  Elderly,  and  the  Joslin  Diabetes  Center. 
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CHRONIC  DISEASE  PREVENTION  RESOURCE  LIST 


National  Resources 


American  Diabetes  Association 
1  660  Duke  Street 
Alexandria,  VA  22314 
(703)  549-1500 
(800)  ADA-DISC 


National  Kidney  Foundation,  Inc. 
30  East  33rd  Street 
New  York,  NY  10016 
(212)  889-2210 
(800)  622-9010 


Center  for  Chronic  Disease  Prevention 
and  Health  Promotion 
Centers  for  Disease  Control 
1600  Clifton  Rd.,  Bldg.1  6,  MSF48 
Atlanta,  GA  30333 
(404)  639-1780 

National  Heart,  Lung, 
and  Blood  Institute 
Building  31 ,  Room  4A-21 
9000  Rockville  Pike 
Bethesda,  MD  20892 
(301)  496-4236 


NHLBI  Smoking  Education 
Program  Information  Center 
Suite  530 

4733  Bethesda  Avenue 
Bethesda,  MD  20814 
(301)  951-3260 

National  Cholesterol  Education  Program 
Information  Center 
Suite  530 

4733  Bethesda  Avenu  I 
Bethesda,  MD  20814 
(301)  951-3260 


National  Institute  of  Neurological  and 
Communicative  Disorders  and  Stroke 
Building  31 ,  Room  8A-06 
9000  Rockville  Pike 
Bethesda,  MD  20892 
(301)  496-5924 


Office  of  Minority  Health 
Resource  Center 
P.O.  Box  37337 
Washington,  DC  20012-7337 


National  High  Blood  Pressure 
Education  Program  Information  Center 
Suite  530 

4733  Bethesda  Avenue 
4733  Bethesda,  MD  20814 
(301)  951-3260 
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Massachusetts  Resources 


Bureau  of  Comm.  Health  Programs  American  Lung  Association  of  Massachusetts 

Massachusetts  Dpt.  of  Public  Health  803  Summer  Street 

150  Tremont  Street,  7th  Floor  Boston,  MA  02127 

Boston,  MA  02111  (617)  269-9720 
(617)  727-2662 


American  Cancer  Society 
247  Commonwealth  Avenue 
Boston,  MA  021 16 
(617)  267-2650 
1-800-952-7664 


Cancer  Communication  Office 
44  Binney  Street 
Boston,  MA  021 15 
1-800-4CANCER  (1-800-227-2345) 


American  Heart  Association 
33  Fourth  Avenue 
Needham,  MA  02194 
(617)  449-5931 


Massachusetts  Affiliate  of  the  American 
Diabetes  Association 
40  Speen  Street 
Framingham,  MA  01701 
(508)  879-1776 


Hotline 

Cancer  Information  Service 
1-800-4CANCER  (1-800-227-2345) 


New  England  Dairy  and  Food  Council 
1034  Commonwealth  Avenue 
Boston,  MA  02215 
(617)  734-6750 
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Intentional  and  Unintentional  Injuries 

Chapter  6 


This  chapter  highlights  disparities  in  intentional  and  unintentional  injuries  among 
residents  of  the  state.  The  chapter  focuses  on  death  data  to  discuss  the  incidence 
of  injuries  in  the  state.  Although  hospital  discharge  data  are  a  better  measure  of 
occurrence  of  injuries  than  death  data,  information  on  external  causes  of  injuries  is 
only  recorded  on  a  minority  of  hospital  discharge  records. 


114   INTENTIONAL  AND  UNINTENTIONAL  INJURIES 


HEALTH  OUTCOMES 


Total  Injury  Deaths 

by  Race,  Ethnicity  and  Gender 
Massachusetts:  1989 
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Injury-Related  Deaths 

Injuries  are  a  leading  cause  of  death  in  Massachusetts.  During  1989,  injuries 
comprised  approximately  5%  of  all  deaths  in  the  state.  Black  residents  accounted 
for  an  inordinately  high  proportion  of  these  fatalities  with  an  injury  death  rate  that 
was  44%  higher  than  that  of  white  residents  (46  versus  32  per  100,000 
population).  Hispanic  residents  of  the  state  had  an  injury  death  rate"  that  ranged 
from  28  to  48  per  100,000  population.    Mortality  data  represent  only  a  small 
portion  of  the  total  number  of  injuries  in  the  state.  It  is  estimated  that  for  every 
injury-related  death  there  are  16  injuries  that  warrant  hospitalization  and  381 
injuries  that  require  ambulatory  care.1 


1  An  estimated  range  of  rates  is  provided  for  Hispanics  because  there  are  no  reliable  statewide  population 
estimates  that  allow  for  the  calculation  of  specific  rates.  The  population  denominator  for  the  range  of  rates  was 
calculated  by  linear  interpolation  between  the  1980  U.S.  Census  count  for  Hispanics  in  Massachusetts  and  the 
projected  population  ranges  for  1  990.  The  1  980  age  and  sex  distribution  for  Hispanics  m  Massachusetts  was  used 
to  calculate  the  age  and  sex  distribution  of  the  upper  and  lower  bound  of  the  projected  ranges  for  each  year. 
These  rates  must  be  interpreted  with  caution  due  to  the  potential  imprecision  of  estimation  procedures. 
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Intentional  Injuries 

Injuries  can  be  classified 
on  the  basis  of  the 
apparent  intent. 
More  than  one-third  of  all 
deaths  related  to  injuries 
result  from  intentional 
injuries.  In  Massachusetts 
the  leading  causes  of 
intentional  injury  deaths 
are  suicides  and 
homicides.  During  1989, 
751  deaths  were  related 
to  one  of  these  two 
causes.8 

Suicide 
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Suicides,  fatalities  that  result  from  intentional  self-destructive  acts,  are  the  second 
leading  cause  of  injury  deaths  in  Massachusetts.  During  1989,  523  residents  died 
from  suicides.  A  large  number  of  these  (150  deaths)  occurred  among  adolescents 
and  young  adults,  making  suicide  the  second  leading  cause  of  death  among 
residents  between  the  ages  of  15  and  29.  White  residents  are  more  likely  to  die 
from  suicide  than  black  residents.  These  findings  are  consistent  with  other  studies 
that  have  found  higher  suicide  rates  among  whites  than  among  blacks.2  It  is 
estimated  that  for  every  suicide  death  there  are  eight  suicide  attempts.3,4 


Males.  Males  are  more  likely  to 
succeed  in  their  suicide  attempts  than 
females.  Hispanic  males  had  the 
highest  suicide  death  rate  in  the  state. 
The  suicide  rate  among  Hispanic 
males  (12  to  20  per  100,000 
population)  was  up  to  two  times  that 
of  black  males  (10  per  100,000 
population)  and  up  to  33%  higher 
than  that  of  white  males  (15  per 
100,000  population).  For  every 
suicide  death  among  males  there  are 
an  estimated  three  suicide  attempts.3 


Females.  The  suicide  rate  for  white 
females  was  nearly  twice  that  of 
black  females  (3.5  vs.  1.8  per 
100,000  population).  Hispanic 
females  had  a  rate  between  .5  and  .9 
per  100,000  population.  It  has  been 
estimated  that  for  every  suicide  death 
among  females  there  are  25  suicide 
attempts.3  Based  on  these  figures 
there  were  an  estimated  2,675 
suicide  attempts  among  females 
during  1989  and  1,236  attempts 
among  males. 


"  The  actual  number  of  deaths  due  to  intentional  injuries  may  be  higher  because  in  many  cases  intention  is  not 
evident  and  the  cause  of  death  may  be  misclassified  as  an  unintentional  injury  or  as  undetermined. 
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Table  I.  Five  leading  suicide  agents  by 
race  and  ethnicity. 


Black    Hispanic  White 


Five  Leading  Suicide  Agents 
by  Race  and  Ethnicity 

The  five  leading  means  of 
committing  suicide  in 
Massachusetts  are  firearms 
(34%),  hangings  (31  %), 
exhaust  gas  (7%),  psycho- 
tropic agent  (6%),  and 
drug/medicine  (6%).  The  use 
of  these  agents  differs  by 
race  and  ethnicity.  In  1989, 
hangings  were  the  most 
commonly  used  method  for 
committing  suicide  among 

Hispanic  (56%)  residents,  while  firearms  were  the  most  common  means  of 
committing  suicide  among  black  residents  (41%)  and  white  residents  (34%) 
I  depicts  the  differences  in  suicide  agents  by  race  and  ethnicity. 


% 

% 

% 
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41 

22 

34 
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12 

56 

30 

Exhaust  Gas 
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8 

Psychotropic  Agent 

4 

6 

12 
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18 

4 

5 

Source:  Registry  of  Vital  Records  and  Statistics 
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Homicide 

Homicide  is  the  willful  killing  of  one  human  being  by  another.5  It  is  the  third 
leading  cause  of  injury  death  in  the  United  States  and  in  Massachusetts.  During 
1989,  there  were  228  homicides  in  the  state.  Black  residents  accounted  for  a 
disproportionately  high  number  of  these  deaths.  The  homicide  death  rate  among 
black  residents  was  eleven  times  that  of  white  residents  (22  versus  2  per  100,000 
population).  The  death  rate  among  Hispanics  (12  to  20  per  100,000)  was  6  to  10 
times  higher  than  that  of  white  residents. 


Males.  Males  had  the  highest 
homicide  rate  in  the  state.  Black 
males  had  a  rate  that  was  14  times 
that  of  white  males  (42  versus  3  per 
100,000).  Hispanic  males  had  a  rate 
(18  to  31  per  100,000  population) 
that  was  6  to  10  times  that  of  white 
males. 


Females.  The  homicide  rate  for  black 
females  was  6  times  that  of  white 
females  (6  versus  1  per  100,000). 
Hispanic  females  had  a  homicide  rate 
(6  to  10  per  100,000  population)  that 
was  up  to  10  times  higher  than  that 
of  white  females. 
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Table  II. 

Homicides  by  race  of  victim  and  offender. 


Homicides  by  Race  of 
Victim  and  Offender 

In  1989,  188  homicides  were  reported 
to  the  police  in  Massachusetts. 8,6 

In  most  of  these  homicides,  the  victim 
and  the  offender  were  of  the  same 
race.  Data  show  that  92%  of  all  black 
homicide  victims  in  Massachusetts 
were  killed  by  black  offenders  and 
62%  of  all  white  victims  were  killed  by 
white  offenders.  These  percentages 
are  based  on  those  homicides  were  the 
offender's  race  was  determined. 

It  is  important  to  note,  however,  that   

in  49%  of  the  homicides  where  the 

victim  was  black  and  in  37%  of  the  homicides  where  the  victim  was  white,  the 
offender  was  not  identified.  Table  II  illustrates  the  percentage  of  homicides  by 
race  of  victim  and  offender.  Data  for  Hispanic  and  Asian  residents  are  not  reported 
because  of  small  numbers. 


Offender's  Race 

Black 
White 

Unknown 


Source: 

Uniform  Crime  Report, 

Supplementary  Homicide  Reports,  1990 


Victim's  Race 

Black 

White 

46% 

6% 

3% 

57% 

49% 

37% 

■  The  number  of  homicides  reported  by  the  police  in  1989  (188)  differs  from  the  number  of  homicide  deaths 
reported  by  the  Registry  of  Vital  Records  and  Statistics  (228).  This  discrepancy  is  partly  due  to  the  fact  that 
causes  of  death  may  initially  be  misclassified.  The  medical  examiner,  for  example,  may  determine  that  a  death 
that  was  originally  classified  as  an  accident  was  actually  a  homicide. 
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Deaths  due  to  Firearms 

by  Race,  Ethnicity  and  Gender 
Massachusetts:  1989 


Rate  par  100,000  Population 


Not 

Not 

Available 

i 

Available  j 

Allan  Black  Hispanic  White  Aaian  Black  Hispanic  White 
Males       Males       Males       Males      Females    Females    Females  Females 


Race/Ethnicity  and  Gender 

Source: 

Registry  ot  Vital  Records  and  Statistics 


Firearms 

Firearms  are  the  most  common  means  of  committing  homicides  and  suicides. 
In  1989,  291  people  died  from  firearm  injuries  in  Massachusetts.  A  dis- 
proportionate number  of  these  deaths  occurred  among  black  and  Hispanic 
residents.  Black  residents  had  a  rate  that  was  four  times  higher  than  that  of  white 
residents  (17  versus  4  per  100,000).  Hispanic  residents  had  a  rate  that  ranged 
between  6  and  12  per  100,000  population. 


Males.  Firearm  injuries  are  more 
common  among  males  than  females. 
Black  males  had  a  death  rate  due  to 
firearm  injuries  that  was  five  times 
that  of  white  male  residents  of  the 
state  (35  versus  7  per  100,000 
population).  Hispanic  residents  had  a 
death  rate  that  ranged  from  12  to  21 
per  100,000  population. 


Females.  Black  females  had  a  death 
rate  due  to  firearm  injuries  that  was  2 
times  that  of  white  females  (2  vs.  1 
per  100,000).  Hispanic  females  had  a 
death  rate  that  ranged  from  1  to  3  per 
100,000  population. 
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Unintentional  Injuries 

Unintentional  injuries  are  the  fifth  leading  cause  of  deatl'.s  in  Massachusetts. 
In  1989,  a  total  of  1,327  people  died  from  unintentional  injuries  (nearly  2%  of  all 
deaths)."  The  two  leading  causes  of  deaths  related  to  unintentional  injuries  in  the 
state  are  motor  vehicle  injuries  and  falls. 


Motor  Vehicle  Injuries 

Motor  vehicle  injuries,6 
the  principal  cause  of 
deaths  related  to 
unintentional  injuries, 
accounted  for  735  deaths 
in  Massachusetts  during 
1989.  White  residents 
had  a  death  rate  that  was 
50%  higher  than  that  of 
black  residents  (12  versus 
8  per  100,000 
population).  Hispanic 
residents  had  a  death  rate 
that  ranged  from  5  to  1  2 
per  100,000  population. 


On-Road  Motor  Vehicle  Deaths 

by  Race,  Ethnicity  and  Gender 
Massachusetts:  1989 


20 


Rate  per  100,000  Population 


15  - 


10 


Not 
Available 


Not 
Available 


Asian  Black  Hispanic  White  Asian  Black  Hispanic  White 
Males       Males       Males       Males      Females    Females    Females  Females 

Race/Ethnicity  and  Gender 

Source: 

Registry  of  Vital  Records  and  Statistics 


Males.  Males  had  a 
higher  motor  vehicle  death  rate  than 
females.  In  1989,  the  rate  among 
white  males  was  50%  higher  than 
that  of  black  males  (18  versus  12  per 
100,000  population).  Hispanic  males 
had  a  rate  that  ranged  from  11  to  19 
per  100,000  population. 


Females.  The  motor  vehicle  death 
rate  for  white  females  was  40% 
higher  than  that  of  black  females 
(7  vs.  5  per  100,000  population). 
Hispanic  females  had  a  death  rate  that 
ranged  from  4  to  6  per  100,000 
population. 


•  These  injuries  include  deaths  related  to  falls,  motor  vehicle  crashes,  fire,  poisoning,  and  drownings. 


b  In  this  section,  motor  vehicle  injury  deaths  include  motor  vehicle  occupant,  motorcycle,  motor  vehicle/pedal- 
cycle,  and  motor  vehicle/pedestrian  deaths. 
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Deaths  due  to  Falls 

by  Race,  Ethnicity  and  Gender 
Massachusetts:  1989 


10 
8 
6 


Rate  per  100,000  Population 


Not 
Available 


Not 
Available 


Asian  Black  Hispanic  White  Asian  Black  Hispanic  White 
Males       Males       Males       Males      Females    Females    Females  Females 

Race/Ethnicity  and  Gender 

Source: 

Registry  of  Vital  Records  and  Statistics 


Falls 

Falls  are  a  common  cause  of  unintentional  injury  deaths,  especially  among  the 
elderly.  In  1989,  there  were  360  fall-related  deaths  in  Massachusetts.  Most  of 
these  occurred  among  people  60  years  of  age  and  older.  Overall,  white  residents 
had  a  death  rate  due  to  falls  comparable  to  that  of  black  residents  (6  versus  5  per 
100,000  population).  There  were  less  than  five  fall-related  deaths  among  Asian 
and  Hispanic  residents. 


Males.  Black  males  had  a  fall-related 
death  rate  (8  per  100,000  population) 
that  was  slightly  higher  than  that  of 
white  males  (7  per  100,000 
population).  Hispanic  males  had  a 
death  rate  between  1  and  3  per 
100,000  population. 


Females.  White  females  had  a  death 
rate  due  to  falls  that  was  three  times 
that  of  black  females  (6  versus  2  per 
100,000  population).  There  were  no 
fall-related  deaths  reported  for 
Hispanic  females  in  1989. 
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RISK  FACTORS 

Poverty.  Low  socioeconomic  status  has  been  recognized  ao  a  generic  risk  factor 
for  "virtually  every  disease  of  almost  every  organ  system".7  The  gradients  of 
socioeconomic  position  also  correlate  with  the  incidence  of  intentional  and 
unintentional  injuries.  Poverty,  for  instance,  has  been  identified  as  an  underlying 
risk  factor  for  death  by  homicide.8'9,10  When  the  effects  of  socioeconomic 
status  are  statistically  controlled,  the  racial  disparities  in  homicide  rates  decrease 
substantially.11'12 

There  are  marked  socioeconomic  disparities  between  black,  Hispanic,  and  white 
residents  of  Massachusetts.  The  Institute  for  Research  on  Poverty13  recently 
reported  that  the  poverty  rates  of  black  (22%)  and  Hispanic  (47%)  residents  of  the 
state  from  1986  through  1988  were  4  to  8  times  that  of  white  residents  (6%).a 
Other  studies  have  documented  similar  inequities.  The  Massachusetts  Health 
Interview  Survey6  found  that  black  (66%)  and  Hispanic  residents  (74%)  were 
more  likely  than  white  residents  (45%)  to  have  a  per  capita  income  below  the 
poverty  line.  In  1988,  the  poverty  line  for  a  househok  of  four  was  $12,092. 

Age.  Injury  rates  and  the  causes  of  injuries  vary  with  age.  This  variation  reflects 
differences  in  behaviors,  injury  thresholds,  and  activities.  Deaths  due  to  falls  are 
more  common  among  the  elderly.  Deaths  due  to  intentional  injuries  are  more 
common  among  residents  between  the  ages  of  15  and  45.  Black  and  Hispanic 
residents  of  Massachusetts  represent  a  younger  age  group  than  white  residents 
and,  thus,  are  at  higher  risk  for  intentional  injuries. 

Sex.  A  majority  of  homicides  are  committed  by  men.  The  Federal  Bureau  of 
Investigation  reports  that  83%  of  male  homicide  victims  and  90%  of  female 
homicide  victims  are  killed  by  men.14 

Domestic  violence  or  battering  is  also  mostly  perpetrated  by  men.  Data  show  that 
ninety-five  percent  of  all  serious  partner  assaults  are  perpetrated  by  men  against 
women.  A  common  end  point  of  battering  is  homicide.  Although  women- 
perpetrated  homicides  only  account  for  8%  of  all  homicides  in  the  United  States, 
51  %  of  these  are  perpetrated  against  their  partners.15  Research  has  shown  that 
in  many  cases  women  who  kill  male  partners  are  acting  in  self-defense,  while  most 


8  Poverty  rates  are  estimated  by  comparing  family  income  to  the  families  corresponding  poverty  line.  Poverty 
lines,  defined  by  U.  S.  Bureau  of  the  Census,  vary  by  family  size,  the  number  of  related  children,  and  the  age  of 
the  household  head. 

b  The  Massachusetts  Health  Interview  Survey  (MHIS)  is  a  statewide  telephone  interview  that  examines  health 
conditions  and  behavioral  risk  factors  among  residents  of  the  state.  In  1988,  3,232  adults  were  surveyed.  The 
sample  was  selected  through  a  random  digit  dialing  procedure.  Black  and  Hispanic  residents  were  over-sampled 
in  an  effort  to  obtain  enough  data  to  make  meaningful  comparisons  with  white  residents. 
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male-perpetrated  homicides  are  in  response  to  women's  attempts  to  leave  the 
relationship.16 

The  prevalence  of  domestic  violence  in  Massachusetts  is  not  easily  assessed. 
The  Massachusetts  Trial  Court  reported  that  36,438  Abuse  Prevention  Act 
Petitions  (APAPs,  also  known  as  restraining  orders)  were  filed  in  the  state  during 
1990.  This  figure  represents  nearly  100  petitions  a  day."  The  majority  of  these 
petitions  involve  abuse  by  a  man  against  a  woman  with  whom  he  is  living  (either  in 
the  context  of  marriage  or  otherwise).  It  is  important  to  note  that,  despite  the 
substantial  number  of  APAPs  filed  in  1990,  this  number  only  represents  those 
cases  in  which  a  complaint  was  registered.  In  many  cases  of  domestic  violence 
APAPs  are  not  filed  at  all.  Racial  and  ethnic  information  is  not  collected  on  the 
abuse  prevention  complaint  and  order  forms. 

Substance  Abuse.  Alcohol  abuse  is  a  well  known  risk  factor  for  suicides, 
homicides,  and  unintentional  injuries.  Although  a  large  number  of  studies  have 
demonstrated  a  link  between  alcohol  abuse  and  violence,  the  nature  of  this 
relationship  is  sti  I  unclear.  In  general,  it  is  believed  that  the  disinhibiting  effects  of 
alcohol  foster  impulsive  behavior  and  aggression.  Many  researchers  believe  that 
alcohol  interacts  with  larger  social  forces,  such  as  poverty,  discrimination,  and  lack 
of  opportunities,  to  foster  violent  behavior.  The  role  of  illicit  drugs  is  less  well 
documented.  Drugs,  because  of  their  addictive  and  expensive  nature,  however, 
are  known  to  constitute  a  determining  factor  in  robberies,  burglaries,  and  other 
crimes.  Alcohol  is  also  closely  related  to  motor  vehicle  injuries  and  deaths  in 
Massachusetts.  The  Registry  of  Motor  Vehicles  reports  that  driving  under  the 
influence  is  the  third  single  leading  traffic  violation.  During  1990,  alcohol  use  was 
implicated  in  31%  of  all  motor  vehicle  deaths.17 

As  the  first  chapter  of  this  report  points  out,  substance  abuse  affects  all 
communities,  ethnic  groups,  and  cultures  in  Massachusetts.  Alcohol  and  other 
drug  abuse,  however,  are  more  prevalent  in  impoverished  urban  areas  of  the  state 
and  affect  black  and  Hispanic  residents  disproportionately. 


1  This  number  does  not  represent  the  number  of  individuals  who  filed  complaints,  but  rather  the  number  of 
actual  petitions  filed.  It  is  possible  that  one  individual  may  file  several  petitions  a  year. 
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DISCUSSION  AND  RECOMMENDA  TIONS 

The  large  idcial  and  ethnic  disparities  in  homicide  rates  underscore  the  need  to 
develop  and  implement  effective  and  culturally  appropriate  prevention  and 
intervention  programs.  Programs  will  be  most  effective  if  they  address  the  larger 
social  forces  that  interact  to  foment  and  sustain  violence  among  racial  and  ethnic 
groups  in  the  state.  These  forces  are  closely  tied  to  low  socioeconomic  status  and 
include  discrimination,  low  educational  attainment,  low  income  jobs, 
unemployment,  inadequate  housing,  and  poor  health. 

Despite  the  steadfast  relationship  between  homicides  and  lower  socioeconomic 
position,  little  attention  has  been  given  to  socioeconomic  status  in  health 
promotion  and  violence  prevention.  As  some  authors  point  out,18  this  may  be  due 
to  the  perceived  difficulties  inherent  in  altering  socioeconomic  position. 
Furthermore,  disparities  in  homicide  rates  between  racial  and  ethnic  groups  cannot 
be  accounted  for  solely  by  socioeconomic  position. 

A  mo  e  manageable  and  pragmatic  alternative  to  improving  socioeconomic  status  is 
to  fo(  us  on  specific  risk  factors  that  are  associated  with  or  result  from  poor 
socioeconomic  status.  Some  of  these  risk  factors  include  substance  abuse  and  the 
social  acceptance  of  violence.  Recommendations  for  addressing  these  and  other 
risk  factors  have  been  drawn  from  literature  in  the  field  and  are  discussed  below. 

Prevention 

Substance  abuse  is  a  proven  risk  factor  for  homicides  and  suicides.  The  National 
Institute  on  Alcohol  Abuse  and  Alcoholism  estimates  that  approximately  half  of  all 
homicides  in  the  U.S.  are  related  to  alcohol  use.18  Although  substance  abuse 
affects  all  communities,  ethnic  groups,  and  cultures  in  Massachusetts,  the  abuse 
of  alcohol  and  other  drugs  is  more  prevalent  in  impoverished  urban  areas.  Black 
and  Hispanic  residents  bear  a  significant  portion  of  the  impact  of  substance  abuse 
in  Massachusetts.  Policy-makers  and  health  care  providers  need  to  address  the 
burden  posed  by  substance  abuse  among  communities  of  color  in  an  effort  to 
reduce  the  wave  of  violence  afflicting  these  communities. 

Recommendations: 

•    Develop  more  efficient  techniques  to  curtail  the  violence  among 

communities  of  color.  These  techniques  will  be  most  effective  if  they 
address  risk  factors  for  violence  such  as  poverty,  age,  substance  abuse 
and  gender  issues. 
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•  Encourage  community  ownership  of  drug  and  alcohol  abuse  prevention 
efforts  to  counteract  the  effects  of  concentrated  advertising  by  alcohol 
and  tobacco  companies. 

•  Implement  strong  culturally  appropriate  alcohol  and  drug  prevention 
curricula  in  the  school  systems  in  every  grade  from  kindergarten  through 
the  twelfth. 


•   Integrate  education  relevant  to  each  ethnic  and  racial  group  at  all  levels 
of  the  community,  such  as  schools,  churches,  social  clubs,  families,  and 
health  centers,  to  help  change  misconceptions  and  risk  behaviors  within 
communities. 


•  Support  and  encourage  locally-based  substance  abuse  prevention  and 
treatment  programs  that  are  linguistically  and  culturally  appropriate  in 
communities  of  color. 


•  Strengthen  advocacy  efforts  among  black  and  Hispanic  organizations  for 
additional  re»<ources  for  locally-based  substance  abuse  prevention  and 
treatment  facilities. 

•  Address  the  interaction  of  substance  abuse  with  the  many  other 
community  conditions  that  contribute  to  the  health  disparities  identified 
in  this  report. 

•  Increase  excise  fees  on  alcoholic  beverages  to  reduce  alcohol 
consumption,  particularly  among  younger  age  groups. 

•  Use  revenues  from  increased  excise  fees  on  alcohol  products  to 
develop  health  education  campaigns  that:  a)  create  awareness  of  the 
risks  associated  with  alcohol  and  other  drug  use,  b)  encourage  treatment 
for  alcohol  and  other  drug  dependence,  and  c)  promote  alternatives  to 
substance  abuse. 


The  social  acceptance  of  violence  is  a  strong  determinant  of  homicides  and 
suicides.  This  acceptance  is  perpetuated  through  the  mass  media,  particularly  by 
television.  In  television  programs,  violence  is  often  presented  as  entertainment  to 
the  American  public.19  Researchers  estimate  that  by  the  age  of  16,  the  average 
child  will  have  witnessed  approximately  16,000  television  murders.20  Although 
bills  have  been  submitted  to  Congress  to  limit  the  amount  of  violence  depicted  on 
television,  the  passage  of  these  bills  seems  remote  due  to  the  Constitutional  issues 
involved  in  passing  legislation  that  affects  media  content.  Some  alternatives  are 
offered  below. 
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Recommendations: 

•  Develop  school-based  educational  programs  that  discuss  the  unrealistic 
nature  of  television  violence  and  the  serious  medical  and  social 
consequences  of  violence  in  the  real  world. 

•  Implement  in  schools  culturally  appropriate  programs  that  teach 
adolescents  alternatives  to  violence  for  dealing  with  difficult  situations. 

•  Develop  programs  that  examine  ways  in  which  parents  can  discuss 
television  programs  with  their  children  to  mitigate  the  impact  that 
viewing  violence  may  have  on  their  behavior. 

•  Publicize  television  program  selection  guidelines  developed  by  consumer 
groups  so  that  parents  may  choose  programs  that  they  feel  are 
appropriate  for  their  children's  age  and  maturity. 

•  Disseminate  violence  prevention  information,  using  brochures  and 
pc  sters,  in  public  health  centers. 

Firearms 

Firearms  are  the  most  common  means  of  committing  homicides  and  suicides  in 
Massachusetts.  Although  Massachusetts  has  strict  gun  control  laws,  the  state  has 
little  control  over  the  importation  of  handguns  from  other  states. 

Recommenda  tions: 

•  Improve  enforcement  of  existing  firearm  laws. 

•  The  Massachusetts  Congressional  delegation  should  be  urged  to  support 
the  passage  and  enactment  of  federal  gun  control  laws  that  reduce  the 
availability  of  easily  concealed  handguns  at  a  national  level. 

•  In  the  absence  of  federal  legislation,  the  state  should  consider  firearm 
licensing  alternatives,  such  as  restrictive  licensing  and  permissive 
licensing  with  background  checks  and  waiting  periods. 

•  Encourage  voluntary  removal  of  handguns  from  households  by  educating 
the  public  about  the  risks  of  guns  in  the  home  that  outweigh  their 
benefits  as  mechanisms  for  providing  household  security. 

•  Promote  secure  storage  of  firearms  that  remain  in  the  home  so  that  the 
ability  to  rapidly  retrieve  and  fire  them  is  reduced. 
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•  Promote  storage  of  weapons  so  that  unsupervised  access  is  not  possible. 

•  Over  the  next  ten  years,  eliminate  the  manufacture,  importation  and  sale 
of  handguns,  except  in  special  circumstances. 

•  Enact  an  excise  tax  on  firearms  and  ammunition  to  cover  the  public  cost 
of  firearm  injuries. 


Research 

Comprehensive  data  on  injuries  are  needed  to  evaluate  the  effectiveness  of  injury 
prevention  methods  and  to  develop  additional  prevention  strategies.  The  Uniform 
Hospital  Discharge  Data  Set  compiled  by  the  Massachusetts  Rate  Setting 
Commission  is  one  important  source  of  information  on  non-fatal  injuries.  Hospital 
discharge  data  can  provide  a  broader  picture  of  injuries  than  death  data  alone. 
Information  on  the  external  causes  of  injuries  ("E  codes"),  however,  is  only 
recorded  on  a  minority  of  hospital  discharge  records.  Researchers  and  health  care 
providers  have  repeatedly  emphasized  the  critical  need  for  legislation  that 
mandates  the  collection  of  E  codes  on  hospital  discharge  forms.  Such  a  measure 
would  assure  the  collection  of  critical  information  for  understanding  how  injuries 
occur  and  how  to  prevent  them.16,21 

Recommendations: 

•  Legislators  should  support  and  advance  the  proposal  put  forth  by  the 
Council  of  State  and  Territorial  Epidemiologists  and  the  Association  for 
the  Advancement  of  Automotive  Medicine  that  urges  the  inclusion  of 
"E  codes"  on  all  discharge  summaries. 

•  The  Health  Care  and  Financing  Administration  should  provide  space  for 
"E  codes"  on  the  Uniform  Billing  Form.  This  form  is  used  throughout  the 
country  for  Medicaid  and  Medicare  patient  reimbursement.22 

The  mechanisms  that  influence  the  disparities  in  health  outcomes  between  black, 
Hispanic,  and  white  populations  are  complex  and  overlapping.  These  mechanisms 
include  differences  in  socio-cultural  norms,  biological  factors,  and  social 
networks.23  Further  research  is  necessary  to  untangle  the  web  of  causation 
among  these  factors. 

As  the  Health  and  Human  Services  Secretary's  Task  Force  on  Minority  Health 
points  out,  more  minority  professionals  are  needed  in  the  research  field.  These 
professionals  can  develop  research  and  interpret  research  findings  within  culturally 
appropriate  frameworks.  Strategies  for  attracting  minority  professionals  into 
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research  need  to  be  developed  with  direct  and  "continuing  support  from  minorities 
in  the  health  professions." 

There  is  a  paucity  of  research  and  theories  that  effectively  explain  the  fact  that 
suicide  rates  among  Hispanic  and  white  residents  are  higher  than  those  among 
black  residents,  and  that  black  female  suicide  rates,  in  comparison,  are  so  very 
low.  The  racial  disparities  in  suicide  rates,  in  light  of  the  significantly  higher 
homicide  rate  among  Blacks,  constitute  a  puzzling  phenomenon  that  needs  to  be 
examined.  An  understanding  of  the  racial  differences  in  risk  factors  for  suicides 
may  provide  insight  into  the  development  of  general,  as  well  as  race-specific, 
suicide  prevention  and  intervention  strategies. 

Recommendations: 

•  Develop  mechanisms  for  attracting  people  of  color  into  the  research  field. 

•  Focus  research  on  the  causes  of  suicides  to  determine  if  and  how  risk 
factors  for  suicides  differ  from  those  for  homicides,  to  develop  preven.ion 
strategies  accordingly. 

•  Develop  research  that  examines  why  there  is  a  higher  number  of 
unidentified  offenders  in  homicides  against  Blacks  than  there  are  in 
homicides  against  Whites. 

Data  Collection 

The  assessment  of  needs  among  residents  of  Massachusetts  will  be  most  effective 
when  it  is  based  on  knowledge  of  ethnic  and  cultural  differences.  It  is  critical  to 
collect  detailed  ancestry  information  that  will  enable  the  differentiation  between  a 
diversity  of  ethnic  influences  and  cross-cultural  variations.  Overlooking  these 
differences  among  races  and  ethnic  subgroups  results  in  ill-suited  policies, 
inadequate  identification  of  needs,  and  wasted  resources. 

The  Massachusetts  Department  of  Public  Health  recently  developed  and  mandated 
the  implementation  of  a  standard  for  collecting  information  on  race  and  ancestry. 
All  new  data  collection  forms  will  include  questions  on  race  and  ancestry.  The 
new  information  on  racial  and  ethnic  origin  will  enhance  the  Department's  ability  to 
target  policies  and  programs  at  specific  high-risk  groups. 
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Recommendations: 

•  Emphasize  the  importance  of  collecting  information  on  racial  and  ethnic 
origin  for  developing  culturally  appropriate  prevention  and  treatment 
interventions. 

•  Strongly  urge  comprehensive  collection  and  reporting  of  racial  and  ethnic 
information  by  health  care  professionals  at  hospitals  and  other  health 
care  facilities. 

•  Expedite  implementation  of  the  newly  developed  Department  standard  for 
gathering  race  and  ancestry  data  in  MDPH  programs.  The  standard 
differentiates  between  18  major  ethnic  groups  and  five  major  racial 
groups  in  Massachusetts. 

The  causes  and  effects  of  suicide,  homicide  and  unintentional  injuries  must  be 
viewed  as  public  health  concerns  that  can  and  should  be  addressed  by  public 
health  interventions.  This  chapter  identifies  some  of  the  factors  associated  with 
intentional  and  unintentional  injuries.  Health  care  providers,  policy-makers, 
community  groups,  and  researchers  need  to  advance  the  process  by:  1)  continuing 
the  identification  of  needs  among  racial  and  ethnic  groups  in  Massachusetts,  and 
2)  developing  specific  interventions  aimed  at  reducing  inequities  in  health  status 
among  residents  of  the  state. 
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MASSA  CHUSETTS  DEPARTMENT  OF  PUBLIC  HEAL  TH INITIA  TIVES 

The  Massachusetts  Department  of  Public  Health  has  developed  several  programs  to 
curtail  the  incidence  of  intentional  and  unintentional  injuries  in  the  state.  Some  of 
these  programs  are  described  below. 

Statewide  Comprehensive  Injury  Prevention  Program  (SCIPP)  was  created  in  1979 
to  implement  a  community-based  injury  intervention  trial,  to  coordinate  prevention 
efforts  statewide,  and  to  develop  a  surveillance  system  for  both  injury  mortality 
and  morbidity.  SCIPP's  current  efforts  focus  on  implementation  of  injury  control 
activities  through  trainings,  technical  assistance,  materials  development,  and 
legislative  support  and  surveillance.  The  major  components  of  SCIPP  include: 

•  Unintentional  Child  and  Adolescent  Injury  Prevention',  with  the  use  of  five 
SAFEST  ATE  modules  developed  by  SCIPP  (SAFEHOME,  SAFECHILD,  SAFE- 
DAYCARE,  SAFESCHOOL,  and  SAFETEEN),  staff  provide  training  and 
technical  assistance  to  health  and  social  providers,  educators, 
law-enforcement  officials,  and  others  to  initiate  or  expand  injury  prevention 
efforts.  Other  programs  target  sports  and  recreational  injuries  and  adolescent 
work-related  injuries. 

•  Massachusetts  Passenger  Safety  Program  is  responsible  for  child  and  adult 
motor  vehicle  occupant  protection  education  and  public  information  activities 
throughout  Massachusetts.  Projects  include  trainings  for  educators,  health 
care  providers,  law  enforcement  personnel  and  community-based  advocates 
in  the  following  areas:  school-based  programs;  child  safety  seat  correct  use; 
how  to  reach  the  youth  population  with  occupant  protection  information; 
safe  transportation  for  children  with  special  needs;  and  general  occupant 
protection  trainings  tailored  to  a  particular  audience.  The  program  operates  a 
resource  library,  open  to  the  public,  containing  an  extensive  collection  of 
occupant  protection  print  materials.  Audio-visual  materials  are  also  available 
for  statewide  distribution  on  a  loan  basis.  Program  staff  offer  technical 
assistance  to  groups  and  individuals  via  the  toll  free  phone  line, 
1-800-CAR-SAFE  (within  Massachusetts  only). 

•  Massachusetts  Adolescent  Violence  Prevention  Program  is  a  newly  funded 
five  year  project  designed  to  prevent  adolescent  interpersonal  violence  in 
two  targeted  communities,  Boston  and  Lawrence.  Community  coalitions  will . 
develop,  implement  and  evaluate  injury  prevention  interventions. 

•  Massachusetts  Poison  Control  System  provides  around  the  clock 
consultation  to  citizens  and  health  care  providers  on  poisoning  episodes. 
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Sentinel  Injury  Surveillance  System  (SISSJ  was  developed  to  improve  non-fatal 
injury  surveillance.  The  SISS  tracks  and  reports  gunshot  wounds  and  sharp 
instrument  wounds  in  Boston  and  Springfield.  The  system  collects  information  on 
victims,  the  victim/offender  relationship,  drug  and  alcohol  involvement,  and  other 
issues.  This  information  and  additional  data  are  useful  in  constructing  a 
"community  portrait"  of  violence  that  can,  in  turn,  help  develop  crime  prevention 
and  intervention  efforts.  The  injury  surveillance  system  is  funded  by  the  Centers 
for  Disease  Control  and  managed  by  the  Massachusetts  Department  of  Public 
Health. 

Batterer  Treatment  Certification  was  developed  in  response  to  a  new  state  law 
aimed  at  curtailing  the  recurrence  of  battering  and  other  types  of  domestic  violence 
in  Massachusetts.  The  law  stipulates  that  first-time  convicted  batterers  can  be 
ordered  by  court  judges  into  treatment  programs  as  a  condition  of  their  probation. 
The  treatment  programs  consist  of  26  weeks  of  group  counseling  and  education. 
The  Massachusetts  Department  of  Public  Health  (MDPH)  served  on  a  commission 
that  established  the  standards  and  guidelines  for  these  programs  and  MDPH  will  be 
responsible  for  developing  training  standards  and  certifying  and  monitoring  the 
batterer  treatment  programs.  Thus  far,  two  p  ograms  have  been  provisionally 
certified  as  part  of  this  new  initiative. 


132   INTENTIONAL  AND  UNINTENTIONAL  INJURIES 


References 


1.  Rice,  P.D.,  MacKenzie,  E.  J.,  and  Associates  (1989).  Cost  of  Injuries  in  the  United  States:  A 

Report  to  Congress.  San  Francisco,  CA:  Institute  for  Health  and  Aging,  University  of  California 
and  Injury  Prevention  Center,  The  Johns  Hopkins  University. 

2.  Griffith,  E.E.  &  Bell,  C.  C.  (1989).  Recent  trends  in  suicide  and  homicide  among  Blacks.  Journal 

of  American  Medical  Association.  262,  2265-2269. 

3.  Wexler,L,  Weissman,  M.M.,  Kasl,  S.V.  (1978)  Suicide  attempts  1970-75:  updating  a  United 

States  study  and  comparisons  with  international  trends.  British  Journal  of  Psychiatry,  1  32  1  80- 
185. 

4.  Kennedy,  P.,  Kreitman,  N.,  Ovenstone,  I.M.K.  (1978).  The  prevalence  of  suicide  and  parasuicide 

('attempted  suicide')  in  Edinburgh.  British  Journal  of  Psychiatry,  1 32,  180-185. 

5.  U.S.  Department  of  Justice,  Federal  Bureau  of  Investigation.  (1984).  Uniform  Crime  Reporting 

Handbook,  Washington,  D.C. 

6.  Massachusetts  Committee  on  Criminal ..  ustice,  Statistical  Analyses  Center  (1  990).  [Homicides  by 

race  of  the  victim  and  offender].  Unpi  blished  raw  data. 

7.  Kaplan,  G.A.,  Haan,  M.N.,  Syme,  S.L.,  Minkler,  M.  and  Winkleby,  M.  (1987).  Socioeconomic 

Status  and  Health.  In  R.W.  Amler  &  H.B.  Dull  (Eds.)  Closing  the  Gap:  The  Burden  of  Unnecessary 
Illness.  New  York:  Oxford  University  Press. 

8.  Flango,  V.E.,  Sherbonou,  E.L.  (1  976).  Poverty,  urbanization,  and  crime.  Criminology,  1 4,  331-346. 

9.  William,  K.R.  (1984).  Economic  sources  of  homicide:  re-estimating  the  effects  of  poverty  and 

inequality.  American  Sociological  Review,  39,  714-724. 

10.  Loftin,  C.  &  Hill,  R.G.  (1974).  Regional  subculture  and  homicide:  an  examination  of  the  Gastil- 

Mackney  thesis.  American  Sociological  Review,  39,  714-724. 

11.  University  of  California  at  Los  Angeles,  Centers  for  Disease  Control  (1985).  The  Epidemiology 

of  Homicides  in  the  City  of  Los  Angeles,  1970-1979.  Washington,  DC:  US  Department  of  Health 
and  Human  Services. 

12.  Tardiff,  K.  (1987).  Determinants  of  human  violence.  In  R.E  Hales  and  A.J.  Frances  (eds.) 

Psychiatric  Update:  The  American  Psychiatry  Association  Annual  Review,  6,  Washington,  DC: 
American  Psychiatric  Press  Inc,  451-464. 

13.  Haveman,  J.  D.,  Danziger,  S.  and  Plotnick,  R.D.  (1991).  State  poverty  rates  for  whites,  blacks, 

and  Hispanics  in  the  late  1980's.  Focus,  1 3,  1-8. 

14.  Federal   Bureau  of   Investigation:   Crime  in  the   United   States.    Uniform   Crime  Reports, 

1  986,  Washington  D.C:  US  Department  of  Justice,  1987,  21. 

15.  Browne,  A.,  Williams,  K.  (1987).  Resource  availability  for  women  at  risk:  its  relationship  to  rates 

of  female-perpetrated  partner  homicide.  Montreal:  American  Society  of  Criminology. 


INTENTIONAL  AND  UNINTENTIONAL  INJURIES   1  33 


16.  Cazenave,  N.  Zahn,  M.  (1986).  Women,  murder,  and  male  domination:  police  reports  of  domestic 

homicide  in  Chicago  and  Philadelphia.  Paper  presented  at  the  annual  meeting  of  the  American 
Society  of  Criminology,  Atlanta,  Georgia. 

17.  Registry  of  Motor  Vehicle  (1990).  [Motor  vehicle  deaths  related  to  alcohol  use].  Unpublished  raw 

data. 

1 8.  John,  H.W.  (1 978).  Alcoholism  and  criminal  homicide:  A  review.  Alcohol  Research  World,  2,  8-13. 

19.  U.S.  Department  of  Health  and  Human  Services  (1986).  Homicide,  Suicide,  and  Unintentional 
Injuries.  Report  of  the  Secretary's  Task  Force  on  Black  and  Minority  Health.  Washington,  D.C. 

20.  Pearl,  D.  (1983).  Television  and  children:  A  report  on  major  research.  Paper  presented  to  the 
American  Medical  Association,  September. 

21.  Helsing,  K.,  Rodgers,  C,  Shapiro,  E.,  Cowan,  L,  Berenholz,  G.  &  Caplan,  L.  (1990)  Injuries  in 

Massachusetts:  A  Data  Source  Book.  Bureau  of  Parent,  Child  and  Adolescent  Health, 
Massachusetts  Department  of  Public  Health. 

22.  Lescohier,  I.,  Gallagher,  S.S.,  and  Guyer,  B.  (1990).  Not  by  accident.  Issues  and  Science  in 

Technology,  Summer,  35-42. 

23.  Gottlieb,  N.H.  and  Green,  L.W.  (1987).  Ethnicity  and  lifestyle  health  risk:  Some  possible 
mechanisms.  American  Journal  of  Health  Promotion,  37-51. 


Conclusion 


The  leading  causes  of  illnesses  and  death  in  Massachusetts  (i.e.,  heart  disease, 
cancer,  homicides,  substance  abuse,  AIDS,  sexually  transmitted  diseases,  and  poor 
perinatal  outcomes)  affect  black  and  Hispanic  residents  in  disproportion  to  their 
population  size.  The  prevalence  of  risk  factors,  such  as  poverty,  low  educational 
attainment,  unemployment,  substance  abuse,  inadequate  prenatal  care,  and 
iriproper  nutrition,  are  also  inordinately  high  among  people  of  color.  Moreover, 
data  show  that  black  and  Hispanic  residents  are  under-represented  in  prevention 
p.ograms. 

To  offset  the  racial  and  ethnic  inequities  in  health  status  among  Massachusetts 
residents,  systematic  and  decisive  interventions  are  required.  This  report  offers 
recommendations  in  three  broad  areas:  education,  prevention,  and  research. 

Education.  Educational  campaigns  need  to  create  awareness  in  communities  of 
color  of  the  risk  factors  that  lead  to  detrimental  health  outcomes  and  of  the  steps 
that  can  be  taken  to  avert  poor  health.  Each  chapter  of  the  report  addresses 
specific  recommendations  for  making  these  campaigns  effective.  In  general, 
educational  campaigns  will  be  most  effective  if:  1)  their  messages  are  delivered  by 
people  who  are  credible  spokespersons,  2)  appropriate  channels  are  used  to 
disseminate  the  information,  and  3)  effective  messages  reach  targeted  audiences 
on  time.  These  considerations  differ  significantly  by  racial  and  ethnic  group. 
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Prevention.  Policy  and  program  developers  must  address  the  barriers  that 
contribute  to  the  low  number  of  black  and  Hispanic  residents  who  receive 
prevention  services.  These  barriers  include  lack  of  transportation,  lack  of  health 
insurance  or  lack  of  reimbursement  from  insurance  companies  for  the  use  of 
preventive  services,  shortage  of  culturally  sensitive  providers,  and  a  lack  of 
culturally  relevant  health  care  interventions. 

Data  Collection  and  Research.  Risk  factors  and  health  outcomes  vary  considerably 
within  ethnic  subgroups.  To  the  extent  possible,  therefore,  programs  should 
consider  the  rich  variation  among  racial  and  ethnic  subgroups  when  tailoring  their 
intervention  and  prevention  strategies.  An  important  first  step  in  developing  these 
strategies  is  to  collect  detailed  ancestry  information  that  will  facilitate  the 
assessment  of  needs  among  racial  and  ethnic  subgroups.  In  addition,  more 
minority  professionals  are  needed  in  the  research  field.  These  professionals  can 
develop  research  and  interpret  research  findings  within  culturally  appropriate 
frameworks.  Strategies  for  attracting  minority  professionals  into  research  need  to 
be  developed  with  direct  and  continuing  support  from  minorities  in  the  health 
professions. 

Each  of  the  indicators  addressed  in  this  report  were  discussed  in  separate  chapters. 
In  many  cases,  however,  these  indicators  do  not  affect  people  in  isolation  of  each 
other,  but  rather  in  conjunction.  Substance  abuse,  for  example,  is  strongly  related 
with  the  incidence  of  chronic  diseases,  homicides,  and  AIDS.  This  link  among  risk 
factors  and  health  outcomes  highlights  the  need  for  a  holistic  approach  to 
prevention  and  intervention.  Linkages  must  be  strengthened  within  Bureaus  of  the 
Massachusetts  Department  of  Public  Health  and  with  other  public  agencies  to 
provide  a  continuum  of  services  that  address  the  closely  knit  circuit  of  health 
needs  of  residents  in  the  state. 

The  causes  and  effects  of  substance  abuse,  AIDS,  sexually  transmitted  diseases, 
chronic  diseases,  poor  perinatal  outcomes,  and  injuries  are  public  health  concerns 
that  can  be  addressed  by  public  health  interventions.  Disparities  in  Health  Status 
Among  Racial  and  Ethnic  Groups  in  Massachusetts  begins  to  identify  the  scope  and 
magnitude  of  these  health  problems.  The  observed  racial  and  ethnic  disparities  in 
health  outcomes,  health  care  utilization,  and  risk  behaviors  stem  from  a  complex 
interplay  of  social,  economic  and  political  conditions.  Systematic  and  decisive 
intervention  is  required  not  only  from  the  public  health  field  but  from  multiple 
institutions.  Community  groups,  researchers,  and  policy-makers  need  to 
participate  in  the  process.  ♦ 
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Acquired  disorder:  An  abnormality  resulting  from  the  effects  of  the  environment  and  not  inherited. 

Acute:  Designating  a  disease  having  rapid  onset,  sharp,  severe  symptoms  and  a  short  course. 

Age  adjustment:  Method  that  allows  comparisons  to  be  made  between  different  groups  by 
assuming  the  same  age  distribution  among  the  groups  being  compared.  In  this  chapter  all 
morbidity  data,  such  as  cancer  incidence,  are  age-adjusted  to  the  age  distribution  of  the  United 
States  1 970  population. 

AIDS  (Acquired  Immunodeficiency  Syndrome):  An  acquired  deficiency  in  the  immune  system  that 
reduces  a  person's  resistance  to  infections  and  cancers.  Once  immune-deficient,  a  person 
becomes  susceptible  to  a  number  of  opportunistic  diseases. 

Alternative  Test  Sites  (ATS):  Clinics  located  across  the  state  that  provide  testing  for  HIV 
seropositivity  and  counselling  on  issues  related  to  HIV  infection  and  AIDS. 

Census  data:  Data  obtained  from  a  national  count  conducted  every  ten  years  that  describes  size, 
age,  sex,  and  race  distribution  by  state,  city,  and  town. 

Chronic:  Designating  a  disease  showing  little  change  or  of  slow  progression  and  a  long 
continuance. 

Cirrhosis:  A  severe  and  irreversible  form  of  liver  disease  that  is  highly  associated  with  alcohol 
abuse,  although  it  can  also  develop  in  non-alcohol  users.  Cirrhosis  is  one  of  the  leading  causes 
of  deaths  among  adult  males  in  the  United  States. 
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Congenita/  disorder:  An  abnormality  present  at  birth. 

HIV  (Human  Immunodeficiency  Virus):  The  virus  that  causes  the  illness  of  AIDS  (Acquired 
Immunodeficiency  Syndrome)  in  people. 

Incidence  rate:  The  frequency  of  new  occurrences  of  any  disease  or  condition  over  a  period  of  time 
and  in  relation  to  the  population  in  which  they  occur. 

Infant  mortality:  Deaths  occurring  to  infants  before  age  one. 

Injection  drug  user:  A  drug  user  who  injects  drugs,  such  as  heroin  or  cocaine, 
into  his  or  her  veins. 

Low  birthweight:  An  infant  weighing  less  than  2,500  grams  (5.5  pounds)  at  birth. 

Opiate  poisoning:  Harmful  or  fatal  effects  that  result  from  an  intolerable  concentration  of  opium  or 
opiate  derivatives  such  as  methadone,  morphine,  hydromorphine,  meperidine  (Demerol), 
codeine,  pentazocine  (Talwin)  or  heroin. 

Prenatal  care:  Health  services  that  a  woman  receives  during  the  interim  between  conception  and 
delivery,  including  assessment  of  maternal  and  fetal  health;  education  on  proper  nutrition;  birth 
preparation  and  infant  care;  arrangement  of  adequate  support  systems;  and  planning  for  labor, 
delivery  and  postnatal  care. 

Prevalence  rate:  The  number  of  cases  of  a  disease  present  at  a  given  time  and  in  relation  to  the 
population  in  which  they  occur. 

Prevention:  Any  interaction  between  a  health  care  provider  and  health  care  recipient  that  promotes 
health  and  prevents  disease,  disability,  and  premature  death.  Preventive  care  includes 
screening,  counseling,  and  immunization  interventions  aimed  at  preventing  illness. 

Type  I  diabetes  (IDDM):  Insulin-dependent  form  of  primary  diabetes;  generally  has  its  onset  in 
childhood  and  is  characterized  by  severe  insulin  deficiency. 

Type  II  diabetes  (NIDDM):  Non-insulin-dependent  form  of  diabetes;  usually  occurs  in  obese 

individuals  age  40  or  over  and  is  characterized  by  higher  than  normal  amounts  of  insulin  in  the 
blood. 

Underlying  cause  of  death:  The  disease  or  injury  that  initiated  the  series  of  events  leading  to  death 
or  the  circumstances  of  the  injury  that  resulted  in  the  death. 
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Registry  of  Vital  Records  and  Statistics  -  Birth  Certificate 

The  Registry  of  Vital  Records  and  Statistics  collects  birth  certificate  data  on  all  births  from 
licensed  maternity  facilities  throughout  the  State  of  Massachusetts.  Each  birth  certificate  is  a 
vital  record  that  includes  information  on  birth  weight,  congenital  anomalies,  and  other 
diagnoses. 

Registry  of  Vital  Records  and  Statistics  -  Death  Certificate 

The  Registry  of  Vital  Records  and  Statistics  collects  mortality  data  for  all  deaths  occurring 
among  Massachusetts  residents.  Each  death  certificate  is  a  vital  record  signed  by  a  licensed 
physician  that  includes  information  on  cause  of  death,  decedent's  name,  sex,  birth  date,  place 
of  residence,  and  place  of  occurrence. 

AIDS  Surveillance  Programs 

Alternative  Test  Sites  and  Sexually  Transmissible  Disease  -  HIV  Testing  Sites  are  programs  that 
collect  information  on  self-referred  clients  who  seek  HIV  testing  or  counseling.  The  programs 
gather  information  that  is  useful  in  developing  a  client  profile  and  a  profile  of  client  needs.  Test 
sites  are  located  across  the  State. 

The  AIDS  Case  Surveillance  Program  receives  case  reports  on  every  full-blown  AIDS 
diagnosis  in  the  state.  Since  1983,  AIDS  has  been  a  reportable  disease  in  Massachusetts. 
Health  care  providers  diagnosing  new  cases  of  AIDS  report  that  case  to  the  Massachusetts 
Department  of  Public  Health.  Validation  studies  have  shown  the  AIDS  surveillance  registry  to  be 
90%  complete. 

Limitations:  Clients  of  ATS  and  STD  clinics  are  self-referred.  Injection  drug  users,  and 
particularly  active  users,  may  be  under-represented  in  the  data  from  these  sites.  Because  HIV  is 
not  required  by  law  to  be  reported  to  the  MDPH,  rates  of  HIV  seropositivity  may  be 
underestimated.  The  Center  for  Disease  Control  estimates  that  there  is  a  15%  under-reporting 
of  AIDS  cases  by  hospitals,  clinics,  and  other  facilities  where  AIDS  is  diagnosed. 

Other  caveats  to  AIDS  Surveillance  data  include: 

1)  a  reporting  lag  of  about  six  months,  and 

2)  approximately  9%  of  AIDS  cases  are  from  out  of  State. 
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Uniform  Hospital  Discharge  Data 

Massachusetts  hospitals  that  provide  short  term  acute  care  are  required  by  law  to  report  the 
annual  number  of  hospital  discharges.  Hospital  discharge  data  are  used  for  monitoring  AIDS 
illnesses. 

Sexually  Transmitted  Disease  (STD)/Communicable  Disease  Program 

The  STD  program  collects  information  on  sexually  transmitted  diseases  reported  from  site- 
specific  STD  clinics  and  other  health  care  facilities  throughout  Massachusetts. 

Massachusetts  Cancer  Registry 

The  Massachusetts  Cancer  Registry  is  a  statewide  population-based  registry  that  is  mandated  to 
collect  information  on  diagnosis  of  the  first  occurrence  of  cancer  cases  from  over  1 00 
Massachusetts  hospitals  and  licensed  clinics  in  the  Commonwealth. 

Limitations:  Race  information  is  not  always  available  from  the  medical  record  and  it  is  believed 
that  in  many  cases  race  may  be  misclassified. 

Substance  Abuse  Management  Information  System  (SAMIS) 

The  Management  Information  System  registers  admission  and  discharge  information  on  all 
clients  receiving  services  in  agencies  publicly  funded  by  the  Bureau  of  Substance  Abuse 
Services,  Department  of  Public  Health.  The  Management  Information  System  collects 
demographic  information  as  well  as  information  on  substance  use  patterns  of  approximately 
100,000  clients  a  year. 

Limitations:  Substance  Abuse  Service  Agencies  are  publicly  funded  programs  that  predominantly 
serve  low  income  clients.  Higher  income  clients  may  be  under-represented  in  the  data  sets. 

1987  Cross-sectional  Study  (Bureau  of  Substance  Abuse  Services  and  Health  &  Addictions 
Research,  Inc.) 

The  1  987  Cross-sectional  Study  provides  information  from  a  survey  conducted  in  the  fall  of 
1987  of  2,283  randomly  selected  seventh  through  twelfth  graders  (stratified  by  grade  and 
geographic  area).  This  study  addressed  prevalence  and  incidence  of  cigarette,  alcohol  and  other 
drug  use,  and  attitudes  toward  drug  use. 

Limitations:  The  number  of  black,  Hispanic  and  Asian  students  in  the  survey  was  small,  so 
these  data  must  be  interpreted  cautiously.  Black  and  Hispanic  students  may  be  under- 
represented  in  the  sample  because  of  different  school  dropout  rates. 

The  Massachusetts  Health  Interview  Survey  (MHIS) 

The  MHIS  is  a  statewide  telephone  interview  that  examines  health  conditions  and  behavioral  risk 
factors  among  residents  of  the  state.  In  1988,  3,232  adults  were  surveyed.  The  sample  was 
selected  through  a  random  digit  dialing  procedure.  Black  and  Hispanic  residents  were  over- 
sampled  in  an  effort  to  obtain  enough  data  to  make  meaningful  comparisons  with  white 
residents. 
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